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FOREWORD  AND  ACKNOWLEDGEMENTS 

This  issue  of  Maior  Changes  in  Stato  Medicaid  Programs  is  the  latest  in  a  series  of  program 
updates  published  by  the  Intergovernmental  Health  Policy  Project  (IHPP)  at  the  George  Washington 
University  since  January,  1981. 

This  issue  of  Major  Changes  summarizes  Medicaid  initiatives  in  the  financing  and  delivery  of  health 
care  during  the  1990  state  legislative  sessions.  As  in  previous  reports,  state  profiles  are  arrar}ged 
alphabetically  and  key  words  have  been  underlined  in  each  entry  to  make  it  easier  to  locate  policies 
pertaining  to  a  particular  subject.  The  five  categories  of  program  activities  -  Benefits  &  Coverage,  Eligibility, 
Reimbursement,  Administration  &  Management  and  Medicaid-Related  Strategies  -  have  also  been  refined. 
As  Medicaid  programs  continue  to  expand  and  diversify,  they  become  increasingly  complex  and  difficult 
to  understand.  In  order  to  make  this  issue  more  "user  friendly,"  we  continue  to  provide  the  cross- 
referenced  subject  index.  This  index  allows  readers  to  find  specific  policies  within  any  one  of  the  five 
categories  or  by  specific  topic. 

The  report  was  written  by  Michele  R.  Solloway,  Ph.D.  and  Connie  Wessner.  Linda  Demkovich, 
Director  of  Communications  for  IHPP,  contributed  her  editing  skills  to  the  narrative  portions  of  the  report. 
We  are  also  very  appreciative  of  the  contributions  of  Helen  Narvasa,  Systems  Specialist,  for  the  final  design 
and  format. 

Maior  Changes  would  not  be  possible  without  the  assistance  of  state  Medicaid  directors,  their  sMfs 
and  many  other  state  and  federal  officials.  They  provide  invaluable  support  by  sharing  information  about 
new  program  initiatives,  explaining  the  significance  of  new  laws  and  reviewing  summaries  of  laws  and  rules 
for  accuracy.  We  sincerely  appreciate  this  cooperation  in  preparing  the  report.  We  also  wish  to  express 
our  appreciation  to  the  Office  of  Intergovernmental  Affairs,  Health  Care  Financing  Administiation,  US. 
Department  of  Health  and  Human  Sen/ices,  for  its  support  of  IHPP's  research  activities  on  tiiis  and  many 
other  health  policy  issues. 

In  our  continuing  effort  to  make  this  publication  as  helpful  as  possible  to  its  users,  we  welcome  any 
feedback  or  suggestions  for  its  improvement.  It  is  our  hope  that  this  document  will  be  a  valuable  resource 
to  state  and  federal  policymakers  and  will  contribute  to  the  overall  improvement  of  state  Medicaid  and 
indigent  care  programs. 


Richard  E.  Merritt,  Director 
Intergovernmental  Health  Policy  Project 


OVERVIEW  OF  MAJOR  CHANGES  IN  STATE  MEDICAID  PROGRAMS,  1990 


INTRODUCTION 

As  a  result  of  revenue  shortfalls  and  related  budget  constraints,  tfie  majority  of  Medicaid 
laws  enacted  by  the  states  In  1990  addressed  reimbursement  Issues  and  more  mundane  matters 
of  administration  and  management.  This  need  to  contain  costs  was,  however,  balanced  by 
continued  attempts  to  improve  access.  For  example,  some  legislatures  authorized  wide  ranging 
rate  Increases  to  maintain  or  expand  Medicaid's  provider  base.  Many  of  these  same  states  also 
instructed  Medicaid  agencies  to  begin  or  continue  studying  the  cost-effectiveness  of  shifting  to 
managed  care  as  alternatives  to  existing  fee-for-servlce  systems.  Still  other  states  focused  on 
simplifying  application  procedures  and  expanding  eligibility.  In  large  part  to  comply  with  the 
continuing  string  of  federal  mandates.  To  reduce  their  own  outlays  In  tight  budget  times,  many 
states  pursued  strategies  to  maximize  federal  matching  funds  for  program  expansions  and 
reforms. 

Of  the  40  program  changes  listed  in  this  report  as  Medlcaid-related  strategies,  nearly  ail 
addressed  access  issues,  cost  containment  or  both.  Such  initiatives  Included  efforts  to  expand 
maternal  and  child  health  programs  and  provide  long-term  care  to  Increasing  numbers  of  elderly, 
disabled  and  chronically  or  terminally  ill  individuals.  At  the  same  time,  these  Initiatives  required 
states  to  develop  less  costly  alternative  care  settings,  specifically  focusing  on  home  and 
community-based  care.  Preventive  care  that  improves  and  maintains  the  health  of  Medicaid 
recipients,  while  reducing  future  acute  and  chronic  care  costs  also  figured  prominently  in  these 
program  changes.  For  example,  changes  targeting  pregnant  women  emphasized  early  and 
ongoing  participation  in  prenatal  care;  for  children  the  emphasis  was  on  immunizations  and 
regular  health  screenings.  And  finally,  managed  care  to  reduce  service  delivery  costs  and 
promote  preventive  care  remained  a  priority  goal  for  many  states. 

The  following  sections  briefly  summarize  1 990  legislative  action  in  five  areas:  benefits  and 
coverage,  eligibility,  reimbursement,  administration  and  management  and  Medlcaid-related 
strategies.  A  brief  review  of  the  Medicaid  laws  included  in  this  report  indicates  that  maternal  and 
child  health,  long-term  care,  prescription  drug  coverage  and  hospital  expenditures  and  services 
were  among  the  issues  most  frequently  addressed  in  1990.  In  addition,  mental  health  services 
and  the  development  of  alternative  delivery  systems,  such  as  community-based  care  and 
managed  or  coordinated  care,  also  received  substantial  attention  in  1990. 


BENEFITS  AND  SERVICE  COVERAGE 

Caught  between  growing  demand  for  services,  new  federal  mandates  and  a  elevated 
concern  over  Medicaid  budgets,  several  states  expanded  their  Medicaid  programs  to  maximize 
program  revenue  from  federal  dollars.  Florida,  for  example,  specified  that  Medicaid  coverage 
include  all  services  authorized  under  OBRA-86,  OBRA-87  and  OBRA-89  and  funded  by  the  state's 
1990-1991  Appropriations  Act.  Another  law  expanded  coverage  for  private  duty  nursing, 
transplants,  therapies,  durable  medical  equipment  (DME),  skilled  nursing  facility  services  for 
recipients  under  age  21 ,  personal  care  and  certain  hospital  services.  The  law  exempts  counties 
from  contributing  toward  the  cost  of  this  expansion. 


Nebraska  also  expanded  coverage  in  a  number  of  service  areas,  including  dental 
services;  EPSDT  as  required  under  OBRA-89  (see  below);  mammography  screenings;  and 
augmentative  communication  devices  and  other  related  speech-language  services.  In  addition, 
the  state  added  family  support  services  to  the  benefit  package  available  to  mentally  retarded 
adults  participating  in  the  state's  Home  and  Community-Based  Waiver  Program.  Montana  added 
coverage  for  services  provided  by  rural  health  centers;  services  provided  by  freestanding  dialysis 
clinics;  and  inpatient  psychiatric  services  for  recipients  under  age  21  in  residential  treatment 
centers.  Other  changes  in  the  scope  and  breadth  of  coverage  in  state  Medicaid  programs  reflect 
federal  actions  concerning  services  for  pregnant  women  and  children  and  long-term  care 
services.  States  also  took  action  to  limit  the  range  of  optional  services  available  under  Medicaid. 


Maternal  and  Child  Health  (see  also  "ELIGIBILITY"  &  "REIMBURSEMENT"  below) 

Pregnant  Women  and  Infants  California  authorized  a  pilot  project  that  establishes  two 
contractors  ~  one  must  be  a  publicly  sponsored  prepaid  plan,  both  must  be  either  prepaid  plans 
or  provide  primary  care  case  management  ~  and  requires  pregnant  Medicaid  recipients  or 
recipients  who  become  pregnant  while  enrolled  to  remain  with  that  provider  for  the  balance  of  the 
pregnancy  and  through  the  end  of  the  sixth  month  following  the  birth  of  the  child. 

Maryland  expanded  coverage  for  pregnant  and  postpartum  women  under  the  "Healthy 
Start"  program  to  include  outpatient  substance  abuse  counseling.  Healthy  Start  targets  women 
with  high-risk  pregnancies.  Mississippi  also  increased  access  for  this  population  by  authorizing 
coverage  for  services  provided  in  birthing  centers  as  well  as  for  nurse  practitioner  services.  The 
new  law  stipulates  that  reimbursement  for  these  services  not  exceed  90  percent  of  the  rate  paid 
to  physicians  for  comparable  services. 

Two  states  ~  Ohio  and  Pennsylvania  ~  established  programs  to  assist  pregnant  women 
and  children.  Ohio's  "Healthy  Start"  program  for  pregnant  women  and  young  children  who  are 
eligible  for  Medicaid  under  OBRA-89  requires  the  state  Department  of  Human  Services  to:  (1) 
develop  a  shortened,  simplified  eligibility  application  for  clients  in  the  program;  (2)  implement  a 
presumptive  eligibility  process  for  pregnant  women  and  adopt  a  plan  for  making  same-day 
eligibility  determinations;  (3)  train  providers  to  assist  clients  with  the  application;  and  (4) 
"outstation"  eligibility  workers  at  selected  provider  sites  to  speed  the  application  process. 
Performance  standards  for  each  county  will  be  established  in  order  to  evaluate  implementation 
of  the  "Healthy  Start"  program.  Counties  that  fall  short  of  these  standards  may  be  asked  to 
implement  corrective  action  plans,  including  establishing  formal  outreach  and  referral  methods 
and  designating  a  specialized  intake  unit  to  work  exclusively  with  "Healthy  Start"  applicants. 
Pennsylvania  also  established  a  new  program,  "Healthy  Beginnings  Plus,"  to  provide 
comprehensive  maternity  care  services  for  pregnant  women  whose  incomes  are  at  or  below  133 
percent  of  the  federal  poverty  line.  Important  features  of  the  program  include:  early  intervention, 
care  coordination  and  continuity  of  care. 

Early  and  Periodic  Screening.  Diagnosis  and  Treatment  (EPSDT)  (See  also  "Eligibility") 
OBRA-89  significantly  expanded  the  scope  of  services  available  to  Medicaid-eligible  children  by 
requiring  that  states  pay  for  all  medically  necessary  services  that  are  identified  under  the  EPSDT 
program,  even  if  the  service  is  not  included  in  the  state's  Medicaid  plan.  As  a  result,  many  states 
made  changes  in  their  EPSDT  programs  including  Alabama,  Arizona,  California,  Connecticut, 
Florida,  Hawaii,  Maryland,  Mississippi,  Missouri,  Montana,  Nebraska,  New  Mexico,  North 
Carolina  and  Wisconsin.  While  some  new  laws  were  not  explicitly  related  to  EPSDT,  many  of 
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the  changes  in  children's  services  discussed  below  were  likely  to  have  resulted  from  the  federal 
mandate  to  expand  access  to  care  for  poor  children. 

Children's  Mental  Health  Sen/ices  The  Arizona  legislature  directed  the  Arizona  Health 
Care  Cost  Containment  System  (AHCCCS  -  the  state  Medicaid  program)  to  develop  a  plan  to 
phase  in  mental  health  sen/ices  for  all  children  under  age  18  who  are  eligible  to  receive  EPSDT 
screening  services  as  of  October  1,  1990.  AHCCCS  must  develop  an  EPSDT  screen  for  limiting 
more  comprehensive  diagnostic,  evaluation  and  treatment  referrals  to  those  children  who  need 
"medically  necessary"  mental  health  services.  In  addition,  the  program  must  implement  a  prior 
authorization  system  to  ensure  appropriate  utilization  of  inpatient  and  residential  services.  Mental 
health  services  will  be  provided  through  subcontracts  with  AHCCCS  providers  on  a  capitated  fee- 
for-service  basis.  The  law  requires  full  implementation  of  the  plan  by  April  1,  1991. 

As  of  June  30,  1990,  Massachusetts  prohibited  coverage  for  services  in  private 
psychiatric  hospitals  for  clients  age  21  and  under,  if  the  comptroller  estimates  that  payments  for 
such  sen/ices  will  exceed  $30  million  in  FV  1991.  In  the  meantime,  the  law  requires  the 
Department  of  Public  Welfare  (DPW)  and  the  Department  of  Mental  Health  to  implement  an 
inpatient  screening  process  for  admission  of  clients  age  21  or  under  to  these  hospitals.  Each 
client's  status  will  be  redetermined  every  30  days  for  medical  necessity  of  continued  stays. 
Screening  reports  must  be  submitted  to  the  legislature  beginning  April  1, 1991  and  at  six  month 
internals  thereafter.  DPW  is  also  directed  to  develop  other  cost  containment  strategies  for 
psychiatric  hospitalizations  of  this  population,  including  selective  contracting,  changes  in  payment 
methodologies  for  out-of-state  providers  and  changes  in  income  and  asset  eligibility  standards 
for  children  requiring  these  services. 

Like  Montana,  Mississippi  authorized  coverage  of  inpatient  psychiatric  services  for 
children  under  age  21  and  up  to  45  days  per  year  of  coverage  for  treatment  in  an  acute  care 
setting  and  unlimited  days  in  residential  treatment  settings.  Services  must  be  provided  under  a 
physician's  direction  and  can  be  delivered  in  acute  care  or  residential  treatment  psychiatric 
facilities. 

Disabled  and  Chronically  III  Children  A  new  Colorado  law  allows  the  state  to  continue 
providing  private  duty  nursing  and  other  related  services  to  technology-dependent  children 
enrolled  in  Medicaid.  Previously,  the  law  limited  utilization  of  these  services  by  requiring  clients 
to  meet  medical  necessity  criteria.  The  new  language  specifies  that  these  services  are  limited 
to  private  duty  nursing  and  case  management.  In  addition,  the  law  defines  categorical,  income 
and  resource  eligibility  criteria  for  these  services. 

New  Hampshire  extended  Medicaid  coverage  to  include  services  provided  for 
handicapped  children  by  local  school  districts.  The  goals  of  the  new  program  are  both  to 
maximize  federal  revenue  for  covered  Medicaid  services  and  to  enable  handicapped  children  to 
remain  in  the  community.  Services  to  be  covered  include:  screening,  evaluation  and  diagnosis 
services;  speech  pathology  and  audiology;  and  occupational  and  physical  therapy.  Participation 
in  the  program  is  voluntary. 

New  York  required  the  development  of  guidelines  for  providing  case  management 
services  to  children  and  their  families  participating  in  the  "Care  at  Home"  program  through 
Medicaid.  The  program  enables  children  with  on-going  illnesses  to  receive  care  in  their  homes 
rather  than  in  an  institutional  setting.  Through  department  regulations,  Soutli  Carolina  now 
provides  Medicaid  coverage  to  children  covered  by  a  State  Adoption  Assistance  Agreement. 


These  children  have  special  medical  or  rehabilitative  needs  and  are  unlikely  to  be  placed  for 
adoption  without  Medicaid  coverage. 


Long-Term  Care,  Home  Health  and  Hospice 

A  new  Michigan  law  extended  coverage  for  short-term  nursing  home  stays  when  a 
hospitalized  Medicaid  client  requires  continued  care  beyond  the  average  length  of  hospital  stay 
for  a  particular  illness.  The  "average  length  of  stay"  is  based  on  Medicaid  hospital  diagnosis- 
related  groups.  The  new  law  also  reduced  the  monthly  personal  needs  allowance  for  nursing 
home  residents  from  $72.80  to  $60  as  of  October  1990.  In  another  area,  Oregon  added  a  new 
service,  known  as  Assisted  Living  Facilities  (ALF),  to  existing  waivers.  Residents  of  these  facilities 
live  in  private  quarters  with  access  to  a  variety  of  sen/ices  addressing  daily  living  needs. 

Indiana  established  a  residential  care  program  for  incapacitated  Medicaid  clients  who 
require  less  intensive  care  than  that  offered  by  nursing  homes.  This  program,  which  excludes 
clients  suffering  from  mental  illness  or  retardation,  limits  care  to  room,  board  and  laundry  and 
establishes  a  monthly  personal  allowance  of  between  $28.50  and  $35  (excluded  from  countable 
income  for  eligibility  purposes).  Program  participants  are  also  eligible  for  non-medical  assistance 
limited  to  55  percent  of  the  average  daily  reimbursement  rate  for  ICFs. 

The  Mississippi  legislature  set  the  cap  on  coverage  for  home  health  services  equal  to 
the  prevailing  cost  of  nursing  facility  services.  Under  previous  law,  the  state  had  capped  home 
health  coverage  at  the  prevailing  cost  of  nursing  services.  Alabama  authorized  coverage  for 
hospice  care  services  for  terminally  ill  clients  whose  life  expectancy  is  six  months  or  less,  while 
Washington  extended  hospice  coverage  to  June  30,  1991.  Prior  law  would  have  terminated 
hospice  benefits  on  April  1,  1990.  Tennessee  also  authorized  coverage  for  hospice  services. 
In  addition,  Mississippi  authorized  a  pilot  program  of  hospice  care  (for  additional  details,  see 
description  under  Medicaid-Related  Strategies,  Long-Term  Care) 


Optional  Services 

Four  states  ~  Georgia,  Louisiana,  New  Mexico  and  Tennessee  -  enacted  laws 
concerning  services  to  mentally  or  developmentally  impaired  Medicaid  recipients.  The  Georgia 
legislature  advised  the  state  Board  of  Medical  Assistance  to  restore  Medicaid  coverage  of 
psychological  sen/ices  for  clients  age  21  and  older.  Cost  containment  efforts  introduced  In  1988 
discontinued  this  coverage.  The  new  law  also  advises  the  board  to  develop  other  methbds  for 
reducing  Medicaid  costs  for  covering  psychological  services.  Louisiana  established  an  optional 
targeted  case  management  program  for  mentally  retarded  or  developmentally  disabled 
individuals. 

New  Mexico  issued  regulations  for  implementing  statewide  expansion  of  case 
management  services  for  the  chronically  mentally  ill  as  an  optional  service  under  Medicaid.  The 
program  imposes  no  age  limitation,  as  long  as  the  individual  is  eligible  for  services  under  the 
state's  Medicaid  program.  Eligibility  is  based  on  "diagnosis,  disability  and  duration."  Language 
in  the  regulations  clarifies  that  the  Health  and  Environment  Department  will  be  responsible  for 
determining  whether  an  individual  meets  the  eligibility  condition  of  "diagnosis."  In  addition,  the 
Department  has  established  an  advisory  group  to  assist  in  planning  for  more  case  management 
services  for  this  population. 


In  a  similar  action,  Tennessee  established  a  case  management  program  for  individuals 
with  severe  mental  illnesses  who  have  recently  been  discharged  from  a  mental  hospital  or  who 
are  at  risk  of  being  hospitalized  in  a  mental  institution. 

New  Mexico  also  added  case  management  services  for  medically  at-risk  children  and 
adolescents  as  an  optional  service  under  Medicaid  and  clarified  that  children  must  receive  case 
management  to  gain  access  to  enhanced  EPSDT  services.  Enhanced  EPSDT  services  include: 
private  duty  nursing,  therapeutic  group  home  services,  specialized  foster  care  services,  family 
education  and  training,  personal  and  respite  care.  Case  managers  will  be  assigned  to  recipients 
receiving  inpatient  psychiatric  care  in  free-standing  psychiatric  hospitals,  residential  treatment 
center  services  and  licensed  independent  Master's-level  social  work  sen/ices.  The  case 
managers  will  develop  a  plan  of  care  and  incorporate  these  sen/ices  into  a  long-range  plan. 

Other  states  also  expanded  optional  services.  Illinois,  for  example,  expanded  several 
optional  Medicaid  sen/ices  including  coverage  of  dental  services  and  eyeglasses  for  participants 
in  education,  training  or  employment  programs.  Illinois  also  now  requires  Medicaid  coverage  of 
mammography  for  Medicaid-eligible  women  age  35  or  older  and  has  established  periodicity 
schedules  for  these  screenings.  Wisconsin  added  Medicaid  coverage  for  respiratory  care 
provided  by  home  health  agencies  or  independent  therapists  as  well  as  services  provided  by 
podiatrists.  In  contrast,  a  new  Massachusetts  law  now  prohibits  coverage  of  most  adult  dental 
services,  most  cosmetic  surgeries,  over-the-counter  drugs  for  adults  and  sen/ices  provided  by 
Christian  Science  nurses  and  sanitariums,  chiropractors,  podiatrists  and  social  work  interns. 


ELIGIBILITY 

Most  of  the  1990  eligibility  changes  responded  to  OBRA-89  maternal  and  child  health 
mandates.  States  enacting  such  legislation  include  Alabama,  Arizona,  California,  Connecticut, 
Delaware,  Florida,  Hawaii,  Illinois,  Indiana,  Maine,  Maryland,  Minnesota,  Mississippi, 
Missouri,  Nebraska,  New  Mexico,  New  York,  North  Carolina,  South  Carolina,  Vermont  and 
Wisconsin.  States  also  continue  to  comply  with  Medicaid  expansions  mandated  under  the 
Medicare  Catastrophic  Coverage  Act  (MCCA)  of  1988. 

In  addition,  three  states  expanded  eligibility  for  their  medically  needy  programs.  Hawaii 
established  the  income  eligibility  standard  for  the  medically  needy  at  133  percent  of  the 
assistance  allowance,  while  Iowa  increased  the  state's  medically  needy  resource  limit  to  $1 0,000. 
Indiana  also  extended  eligibility  for  residential  care  assistance  to  individuals  with  mental  illness 
diagnoses,  contingent  on  the  availability  of  funds.  The  new  law  requires  the  development  of  a 
comprehensive  care  plan  by  the  facility  and  the  relevant  community  mental  health  center  within 
30  days  of  placement.  The  plan  must  include  community-based  rehabilitation  services,  a  variety 
of  recreational,  social,  and  occupational  activities;  and  recommendations  for  alternative  placement 
if  the  individual's  needs  are  not  met  by  the  residential  care  facility. 


Maternal  and  Child  Health 

Income  Eliqibilitv  Expansions  In  a  sweeping  measure,  California  expanded  eligibility  for 
the  Child  Health  Disability  Prevention  (CHOP)  program  to  include  all  residents  under  age  21  who 
are  Medicaid-eligible.  Arizona  extended  eligibility  to  children  up  to  age  8  whose  family  incomes 
are  equal  to  or  less  than  the  federal  poverty  level.  Connecticut  similarly  extended  program 
eligibility  to  children  between  the  ages  of  5  and  9  whose  family  incomes  are  below  the  poverty 
line. 

Florida  extended  Medicaid  eligibility  to  children  between  ages  1  and  6  whose  family 
incomes  are  less  than  1 33  percent  of  the  federal  poverty  level,  as  well  as  to  children  whose  family 
incomes  are  up  to  100  percent  of  poverty  and  who  are  age  7  beginning  on  October  1,  1990  or 
age  8  beginning  October  1,  1991.  Counties  are  exempt  from  contributing  to  the  cost  of  this 
expansion.  The  District  of  Columbia  increased  eligibility  standards  for  pregnant  women  and 
infants  to  1 85  percent  of  the  federal  poverty  level  ~  the  maximum  level  allowed  to  receive  federal 
matching  funds  ~  and  to  100  percent  of  poverty  for  children  up  to  age  8.  Kentucky  also 
expanded  Medicaid  eligibility  to  pregnant  women  and  children  under  age  1  who  have  family 
incomes  up  to  185  percent  of  the  federal  poverty  line.  Wisconsin  extended  eligibility  to  155 
percent  of  the  federal  poverty  line  for  pregnant  women  and  children  under  age  1. 

Presumptive  Eliqibilitv  and  Case  Management  Connecticut  authorized  a  presumptive 
eligibility  process  on  a  pilot  basis  in  one  district  office,  beginning  June  1, 1991.  The  law  specifies 
that  presumptive  eligibility  must  be  available  statewide  by  September  1,  1991.  As  part  of 
"Families  with  a  Future,"  a  new  program  to  provide  case  management  services  for  pregnant 
women  and  infants  up  to  age  1,  Illinois  now  requires  the  Department  of  Public  Aid  (DPA)  to 
administer  a  presumptive  eligibility  program  for  pregnant  women.  Previous  law  had  made  this 
coverage  optional.  This  program  represents  a  joint  venture  by  the  DPA  and  the  Department  of 
Public  Health. 

Missouri  enacted  broad  legislation  to  expand  and  improve  Medicaid  eligibility  for 
pregnant  women  and  infants.   Relevant  changes  include: 

►■  Eliminating  the  resource  test  for  these  clients  and  stipulating  that  eligible  pregnant 

women  receive  Medicaid  coverage  throughout  their  pregnancies  and  for  60  days 
postpartum,  regardless  of  the  women's  continued  eligibility; 

>  Establishing  a  presumptive  eligibility  program  for  pregnant  women  and  extending 
presumptive  eligibility  to  newborns  whose  mothers  are  eligible  for  and  receiving  Medicaid 
at  the  time  of  a  child's  birth.  Women  who  participate  in  this  program  receive  up  to  45 
days  of  Medicaid  coverage  for  obstetrical  services; 

»"  Guaranteeing  payments  to  providers,  regardless  of  the  client's  final  eligibility  determina- 

tions; and 

►  Outstationing  eligibility  workers  at  health  care  sites  if  the  provider  agrees  to  reimburse 
the  state  for  the  cost  of  the  workers. 


state  Requirements  Under  the  Medicare  Catastrophic  Coverage  Act  (MCCA)  of  1988 

Qualified  Medicare  Beneficiaries  (QMBs)  An  MCCA  provision  requires  state  Medicaid 
programs  to  pay  tlie  Medicare  cost-sliaring  requirements  for  poor  elderly  and  disabled  Medicaid 
clients.  States  bringing  statutes  into  compliance  with  this  requirement  in  1990  include  Arizona, 
Delaware,  Florida,  Illinois,  Mississippi,  New  Mexico,  New  York  and  Vermont.  (Some  states 
complied  in  1989;  others  were  already  paying  the  Medicare  cost-sharing  requirements  or 
providing  full  Medicaid  coverage  for  this  population,  as  allowed  under  the  OBRA-86).  In  addition, 
the  New  Mexico  Social  Security  Administration  office  has  set  up  "conditional"  enrollment  options 
for  premiums  under  Medicare  Part  A  to  alleviate  reduced  QMB  participation  as  a  result  of  the  $1 75 
monthly  Part  A  premium.  Individuals  will  be  allowed  to  enroll  in  Premium  Part  A  on  the  condition 
that  they  are  eligible  under  the  QMB  program  and  would  not  be  responsible  for  payment  of  the 
Part  A  premium. 

Spousal  Impoverishment  Another  provision  under  MCCA  requires  states  to  set  a 
minimum  floor  on  the  amount  of  income  that  a  spouse  of  an  institutionalized  Medicaid  client  may 
retain.  At  the  time  the  law  was  enacted,  the  minimum  community  spouse  allowance  was 
established  at  $12,000  and  increased  for  inflation  each  year.  States  were  allowed  to  choose  any 
amount  between  the  minimum  floor  and  $12,000  and  a  maximum  ceiling  of  $60,000.  This  year, 
Iowa  established  the  minimum  community  spouse  resource  allowance  at  $24,000.  New  Mexico 
removed  the  $1 ,1 58  limit  (300  percent  of  SSI  Federal  Benefit  Rate)  on  an  individual's  own  income 
under  community  property  methodology.  County  offices  have  been  instructed  to  restore  eligibility 
to  any  cases  which  were  closed  or  denied  due  to  the  $1,158  limitation.  Hawaii,  Virginia  and 
Wyoming  also  brought  statutes  into  compliance  with  this  MCCA  provision. 


REIMBURSEMENT 

Missouri  brought  its  law  into  compliance  with  QBRA-89  requirements  concerning 
reimbursement  in  a  number  of  areas,  including  enhancing  fees  for  federally  qualified  health  clinics 
and  nursing  homes;  setting  rates  for  obstetrical  providers  to  assure  sufficient  access  for  Medicaid 
clients;  providing  minimum  reimbursement  for  hospice  care;  and  reimbursing  nurse  practitioners. 
Wisconsin  established  nurse  practitioners  as  "separately  certified"  providers  and  reimburses 
them  at  100  percent  of  physician  reimbursement  rates.  The  state  also  appropriated  additional 
funds  for  the  following  services  for  R'  1990-91: 

$4,274,800  for  FY  1989-90  and  $11,288,100  for  FY  1990-91  to  reflect  reestimated  base 
needs  under  Medicaid; 

►■  $175,700  for  chiropractic  services; 

>►  $1,682,300  for  screening  and  dental  services  for  children; 

►•  $242,800  for  federally  qualified  community  health  clinics  (state  officials  note  that  $5.6 

million  was  expended  between  April  1,  1990  and  June  30,  1991  to  raise  FQHC  rates  to 
100  percent  of  cost); 

»•  $347,000  for  both  FY  1989-90  and  FY  1990-91  to  fund  a  0.5  percent  increase  in  the  rate 

of  Medicaid  reimbursement  for  inpatient  hospital  care; 


$256,800  to  raise  pediatric  rates  to  60  percent  of  average  charges  and  obstetric  rates  to 
65  percent  of  average  charges;  and 

$649,100  to  increase  rates  for  personal  care  services  to  $11.05  per  hour. 


Maternal  and  Child  Health  (See  also  "Providers"  below) 

Services  to  Pregnant  Women  As  one  strategy  to  improve  access  to  prenatal  care, 
Florida,  Minnesota,  Mississippi,  North  Carolina  and  the  District  of  Columbia  targeted 
increased  fees  for  Medicaid  providers  of  maternal  and  child  health  services.  The  District  of 
Columbia,  for  example,  increased  reimbursement  rates  for  obstetrical  services  by  50  percent, 
effective  April  1,  1990.  Florida  also  increased  rates  for  physicians  who  provide  total  obstetric 
care.  Minimum  rates  for  low  and  high-risk  patients  are  $1,000  and  $1,600  per  delivery, 
respectively.  Similarly,  Minnesota  enacted  a  10  percent  rate  increase  for  obstetric  and  pediatric 
services;  Mississippi  authorized  obstetric  and  pediatric  rates  that  are  separate  from  the  Medicaid 
Division's  fee  schedule;  and  North  Carolina  increased  reimbursement  rates  for  maternity  care 
services. 

Children  and  EPSDT  California  law  placed  a  $1 ,000  annual  cap  on  dental  services.  The 
law  also  authorized  reimbursement  for  referral  case  management  services  required  to  provide 
necessary  treatment  for  problems  identified  by  an  EPSDT  screen  in  FY  1990-91.  The  Montana 
legislature  authorized  reimbursement  equal  to  physician  rates  for  well  child  visits  and  immuniza- 
tions provided  by  nurse  practitioners.  And  New  York  encouraged  qualified  physicians  to  provide 
comprehensive  and  coordinated  care  to  children  up  to  age  21  under  the  "Preferred  Physicians 
and  Children  Program"  by  simplifying  billing  for  and  providing  participating  physicians 
reimbursement  comparable  to  commercial  insurers. 


Hospitals 

California  authorized  a  one-time  interest-bearing  loan  of  up  to  $100,000  to  a  maximum 
of  three  non-profit  organizations  to  provide  primary  care  case  management  services  in  counties 
with  no  existing  contracts  for  services.  This  provision  expires  January  1,  1995.  In  addition,  two 
states  ~  Alabama  and  New  York  -  enacted  laws  pertaining  to  rural  hospitals.  Alabama 
eliminated  the  ceiling  on  payments  to  rural  hospitals  and  increased  the  average  per  diem  rates 
by  nearly  9  percent,  from  $440  to  $478,  while  New  York  raised  the  Medicare  certified  bed 
maximum  to  200  and  specified  that  the  beds  must  be  designated  acute  care  beds  for  rural 
hospitals  receiving  supplemental  funds.  In  another  area,  Georgia's  FY  1 987  hospital  cost  reports 
will  be  used  to  determine  each  hospital's  prospective  per  case  rate.  Georgia  also  changed  the 
standard  inflation  factor  used  to  adjust  operating  costs  from  4  percent  per  year  to  variable  rates 
for  1987  through  the  first  quarter  of  1991. 

As  part  of  a  settlement  in  the  case  of  the  Michigan  Hospital  Association  (MHA)  et.  al.  v. 
C.  Patrick  Babcock.  the  MHA  and  the  Medical  Services  Administration  reached  agreement  on 
changes  in  the  Medicaid  inpatient  hospital  reimbursement  system.  The  changes,  effective 
October  1,  1990:  (1)  eliminate  the  standard  of  payment  factor;  (2)  revamp  the  formula  for 
disproportionate  share  adjusters;  (3)  revise  inflation  updates;  (4)  eliminate  standard  rates  for 
certain  DRGs;  and  (5)  pay  claims  using  the  current  DRG  grouper  until  October  1,  1991.  At  that 
time,  Medicaid  intends  to  begin  using  an  updated  DRG  Grouper  and  recalculate  relative  weights 


and  prices  using  1 988-89  data.    Most  DRG  prices  are  currently  based  on  costs  from  1 985-86  and 
are  hospital  specific. 

Disproportionate  Share  Hospitals  California  enacted  two  laws  concerning  payments  to 
disproportionate  share  hospitals.  The  first  law  requires  the  California  Medical  Assistance 
Commission  to  consider  Medicaid  inpatient  utilization  rates  in  negotiating  contracts  with  hospitals. 
Hospitals  whose  utilization  rates  exceed  a  standardized  rate  by  at  least  1/2  of  one  standard 
deviation  are  eligible.  The  second  law  amended  an  existing  law  requiring  the  development  of 
prescribed  outpatient  disproportionate  provider  factors  for  each  hospital  during  the  first  quarter 
of  each  year.  These  factors  will  then  be  incorporated  into  specified  rate  adjustments  and  funded 
contingent  on  the  amount  provided  for  these  purposes  in  the  state's  annual  budget. 

Florida  now  allows  certain  teaching  hospitals  serving  high  volumes  of  Medicaid  clients 
to  deduct  assessments  determined  by  the  Health  Care  Cost  Containment  Board  from  any 
disproportionate  share  payment  due  the  hospital.  The  law  also  authorizes  disproportionate  share 
payments  from  the  Public  Medical  Assistance  Trust  Fund  to  qualified  hospitals  and  caps  Medicaid 
per  diem  increases  due  to  disproportionate  share  at  60  percent. 

Iowa  increased  the  differential  reimbursement  paid  to  disproportionate  share  hospitals 
by  250  percent  and  in  addition,  increased  rates  for  the  full  range  of  providers.  New  York 
included  under  the  disproportionate  share  program  payments  to  hospitals  from  regional  and 
statewide  bad  debt  and  charity  care  pools,  as  well  as  the  pool  for  financially  distressed  hospitals. 
The  new  law  also  provides  for  inpatient  hospital  rate  adjustments  to  reflect  the  costs  of  serving 
low-income  patients  and  caps  supplementary  adjustments  at  90  percent  of  the  hospital's 
estimated  need. 


Long-Term  Care 

Oregon  introduced  two  five-level  schedules  of  payments  -  one  for  adult  foster  care  and 
one  for  assisted  living  facilities.  Each  payment  level  represents  a  specified  range  of  client 
impairments.  The  fee  schedule  change  is  part  of  an  overall  effort  to  develop  and  adopt  a  senior 
and  disabled  services  reimbursement  system  determined  by  impairment  rather  than  by  the 
service  delivery  setting. 

A  new  Colorado  law  provides  for  temporary  rate  adjustments  to  home  health  vendors 
to  cover  the  costs  of  complying  with  OBRA-87.  Michigan  increased  reimbursement  for  mileage 
related  to  home  health  visits  to  26  cents  per  mile.  Nebraska  established  a  fee  schedule  for  home 
health  agencies  and  set  the  reimbursement  rate  for  "trained"  personal  care  aides  at  $5  per  hour. 
Aides  may  include  home  health  care  staff,  registered  nurses  and  licensed  practical  nurses. 


Nursing  Homes 

A  number  of  states  enacted  legislation  concerning  reimbursement  for  nursing  home 
services  under  Medicaid,  including  Alabama,  Connecticut,  Florida,  Georgia,  Illinois,  Kentucky, 
Massachusetts,  Michigan  and  Vermont.  Alabama,  for  example,  increased  the  overall  ceiling 
for  rates  from  the  60th  to  the  75th  percentile  of  reported  cost.  It  also  authorized  reimbursement 
for  the  salaries  of  1,600  additional  employees  in  nursing  homes  throughout  the  state;  and 
provided  supplemental  funds  for  rate  increases  to  nursing  homes  that  function  as  teaching 
facilities. 


The  Connecticut  legislature  authorized  the  Department  of  Income  Maintenance  to  set 
rates  for  self-pay  patients  in  nursing  homes  that  terminate  participation  in  the  Medicaid  program. 
A  new  Florida  law  provides  guidelines  for  establishing  a  Medicaid  reimbursement  plan  for  setting 
nursing  home  rates  and  authorizes  interim  rate  adjustments  to  reflect  nursing  shortages  faced 
by  rural  nursing  homes.  Georgia  now  uses  the  1989  cost  report  as  the  basis  for  computing  rates. 
In  addition,  the  state  set  the  overall  growth  allowance  at  9.1  percent  for  the  purpose  of  computing 
nursing  home  payments. 

Illinois  now  allows  nursing  home  rates  to  reflect  the  cost  of  operating  fully  kosher 
kitchens  and  food  services.  The  law  established  a  maximum  add-on  of  $.50  per  patient  per  day 
when  at  least  60  percent  of  the  nursing  home's  residents  request  kosher  meals  as  well  as  an  add- 
on of  $1 .36  to  compensate  facilities  for  the  costs  of  complying  with  federal  OBRA  requirements. 
This  second  add-on  remains  in  effect  until  after  each  facility's  annual  quality  assessment  review. 
In  addition,  the  law  introduced  six  new  scored  categories  for  these  reviews  and  advises  the  state 
Department  of  Public  Aid  to  reflect  the  recent  minimum  wage  increase  in  setting  nursing  home 
reimbursement  rates. 

Kentucky  established  a  case-mix  reimbursement  system  for  the  nursing  component  of 
the  nursing  facility  reimbursement  program,  while  Massachusetts  directed  the  state's  Rate 
Setting  Commission  to  develop  a  patient-centered  rate  methodology  for  non-acute  care  hospitals. 
This  methodology  will  include  previously  legislated  allowances  (Chapter  270,  1989  Laws)  to 
remedy  full-time  employee  labor  shortages  and  wage  parity  requirements.  The  law  further  defines 
conditions  for  granting  these  allowances.  In  addition,  the  commission  must  propose  methodolo- 
gies for  adjusting  per  diem  ancillary  rates.  These  methodologies  must  allow  fee-for-service 
payments  or  contracting  between  the  hospitals  and  Medicaid.  The  state  anticipates  implementing 
these  rate  methodologies  for  the  1 992  hospital  rate  year. 

Michigan  provided  $2  million  in  available  rate  adjustments  to  encourage  employee 
benefit  programs  in  nursing  homes.  The  law  set  the  available  add-on  at  5  percent  of  a  home's 
variable  cost  rate  component  and  specified  criteria  that  nursing  homes  must  meet  in  order  to 
apply  for  the  add-on.  The  law  also  provides  adjustments  to  reflect  wage  increases  of  up  to  $0.50 
per  hour  for  housekeeping,  dietary,  laundry  and  nursing  assistant  staff. 

Vermont  enacted  broad  legislation  specifying  that  Medicaid  reimbursement  rates  for 
nursing  homes  reflect  the  following  objectives: 

»■  Maintain  an  equitable  and  fair  balance  between  cost  containment  and  quality  of  care; 

>  Encourage  nursing  homes  to  admit  patients  without  regard  to  their  source  of  payment; 

*■  Provide  an  incentive  to  nursing  homes  to  admit  and  provide  care  to  individuals  in  need 

of  comparatively  greater  care; 

>  Be  manageable  administratively;  and 

*-  Prevent  unnecessary  cost  increases. 

The  law  also  requires  the  Medicaid  director  to  establish  procedures  for  determining 
nursing  home  rates,  as  required  under  OBRA-87.  The  rates  must  be  reasonable  and  adequate 
to  meet  the  necessary  costs  for  efficiently  and  economically  operated  facilities.  Consistent  with 
these  objectives,  the  division  must  develop  a  payment  system  based  on  no  fewer  than  the 
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following  three  cost  categories:  (1)  direct  costs  (salaries,  wages,  fringe  benefits  and  payroll  taxes); 
(2)  inairect  costs  (costs  not  established  by  category  #1);  and  (3)  property  and  related  costs.  The 
director  may  also  subdivide  these  categories  and  group  facilities  based  on  considerations  such 
as  size  or  other  appropriate  items  within  each  cost  category.  The  law  further  indicates  explicitly 
what  must  be  included  in  each  cost  category  as  well  as  payment  rates  and  limits  for  facilities. 


Prescription  Drugs 

In  response  to  OBRA-89  reforms  that  mandated  negotiated  rebates  for  prescription  drugs 
reimbursed  by  Medicaid,  California  eliminated  the  provisions  regarding  the  Medi-Cal  drug 
formulary,  which  covered  prescription  drugs  without  prior  approval  if  they  are  listed  on  the  drug 
formulary,  and  authorized  the  state  to  contract  with  drug  manufacturers  on  a  bid  or  nonbid  basis 
for  each  therapeutic  category.  All  drugs  used  in  the  treatment  and  prevention  of  AIDS  will 
automatically  be  included  in  the  list  of  contract  drugs  and  be  exempt  from  the  contract 
requirements.  Similarly,  Georgia  authorized  the  Department  of  Medical  Assistance  to  negotiate 
rebate  agreements  for  all  prescription  drugs  covered  by  Medicaid.  The  rebates  are  payable  by 
the  pharmaceutical  companies  or  distributors.  The  law  also  authorizes  the  state  Medicaid  agency 
to  establish  and  collect  fees  from  prescription  drug  manufacturers  for  the  purpose  of  determining 
whether  the  costs  of  new  drugs  should  be  reimbursed  by  Medicaid. 

A  new  Indiana  law  requires  a  survey  of  pharmacies  to  determine  rates  for  dispensing 
fees.  The  survey  must  include  an  evaluation  of  other  states'  dispensing  fees  as  well  as  federal 
policies.  Adjustments  to  existing  fees  will  be  based  upon  pharmacies'  operational  costs; 
professional  services;  overhead  costs;  and  profits.  Surveys  must  be  conducted  annually  on 
October  1  and  implementation  of  proposed  adjustments  must  begin  on  November  1  of  the  year 
in  which  the  survey  is  conducted. 

To  comply  with  federal  mandates,  Vermont  established  an  upper  limit  on  pricing  of 
multiple-source  drug  ingredients  and  reduced  pricing  for  "other  drug"  ingredients  to  90  percent 
of  the  Average  Wholesale  Price.  The  law  also  increased  dispensing  fees  from  $2.75  to  $4.25  per 
prescription;  and  for  prescriptions  costing  more  than  $27.50,  the  dispensing  fee  was  increased 
to  10  percent  of  the  prescription  price,  up  to  a  maximum  of  $7.50. 


Providers 

Kentucky  increased  reimbursement  rates  for  physicians  and  dentists  based  on  provider 
profiles.  Beginning  in  October  1992,  reimbursement  for  physicians  and  dentists  will  be  linked  to 
annual  increases  in  the  Consumer  Price  Index  (CPI).  The  law  further  stipulates  that  these 
increases  equal  at  least  75  percent  of  the  CPI  change.  Also  enhanced  are  reimbursement  to 
family  practice  physicians  working  in  underserved  areas,  defined  as  areas  with  physician  to 
population  ratios  of  1:5000.  Physicians  who  qualify  for  these  enhanced  rates  will  receive  125 
percent  of  the  standard  physician  rates. 

In  contrast,  Maine  delayed  implementation  of  a  scheduled  rate  increase  for  physicians 
until  September  1,  1990,  contingent  on  federal  approval  of  the  Maine  Health  Program 
demonstration  project,  a  program  to  extend  Medicaid  benefits  to  uninsured  individuals  and 
families.  In  the  absence  of  federal  approval,  the  state  will  delay  rate  increases  and  the  implemen- 
tation of  the  Maine  Health  Program  to  October  1,  1990. 


Three  other  states  passed  laws  concerning  reimbursement  for  Medicaid  providers. 
Maryland  now  requires  a  second  opinion  before  paying  for  a  list  of  nine  elective  inpatient 
surgeries.  As  of  August  1,  1990,  New  Mexico  Increased  rates  for  the  following  services: 
obstetrical  services;  office  and  hospital  visits;  prenatal  services  to  high-risk  patients;  and 
Immunizations  and  dental  screenings.  North  Carolina  increased  rates  for  most  physician 
procedure  codes  by  4  percent. 


Studies  (see  also  "Medicaid  Related  Strategies") 

Two  states  required  their  Medicaid  agencies  to  conduct  studies  of  reimbursement  rates. 
The  Florida  legislature  directed  the  Department  of  Health  and  Rehabilitative  Services  (DHRS)  to 
conduct  a  five-year  study  of  all  Medicaid  rates,  contingent  on  available  funds.  The  study  must 
Include  a  comparison  of  Florida  Medicaid  rates  to:  (1)  rates  paid  by  other  states;  (2)  rates  paid 
by  private  Insurers;  (3)  and  geographic  cost-of-living  differentials.  In  addition,  the  study  must 
review  methods  for  calculating  variable  rates  based  on,  among  other  things,  volume,  provider  size 
and  billing  procedures.  DHRS  will  also  evaluate  the  long-term  care  reimbursement  plan  and  Its 
effectiveness  for  containing  costs  and  supporting  high-quality  nursing  homes,  focusing  on  cost 
differentials  due  to  geographic  location.  Hawaii  also  requested  the  Department  of  Health 
Services  to  conduct  a  study  comparing  Medlcald-covered  services  and  reimbursement  rates  to 
those  services  and  rates  covered  and  paid  by  private  Insurers.  The  study  must  focus  specifically 
on  services  and  rates  as  they  affect  cost-containment  efforts. 


Transportation  and  Emergency  Services 

Four  states  ~  Florida,  Louisiana,  Michigan  and  New  Mexico  -  Increased  rates  for 
emergency  services  provided  to  Medicaid  recipients.  Using  the  state  Emergency  Medical 
Services  Trust  Fund,  Florida  raised  rates  for  emergency  transportation  by  replacing  the  existing 
rate  structure  with  a  new  flat  rate  structure.  The  old  system  consisted  of  a  base  rate  plus  mileage 
for  each  one-way  trip;  the  new  schedule  is  $573  for  air  services,  $190  for  advanced  life  support 
ground  services  and  $136  for  basic  life  support  ground  services.  A  new  Louisiana  law  set  the 
rate  tor  emergency  transportation  services  equal  to  the  Medicare  rate.  Similarly,  the  Michigan 
legislature  set  the  reimbursement  rate  for  ambulance  services  at  76  percent  of  the  true  cost  of 
providing  such  services.  True  cost  will  be  determined  by  reviewing  direct  and  indirect  costs  of 
public  and  private  ambulance  services.  Finally,  New  Mexico  issued  regulations  concerning 
reimbursement  methodology  for  ground  ambulances;  reimbursement  will  be  the  lower  of  the 
Medicare  75th  percentile  rate  or  the  provider's  approved  tariff  rate.  Reimbursement  will  be  made 
for  disposable  items,  specifically  emergency  drugs,  intravenous  solutions  and  dressings.  The 
regulations  specify  services  to  be  billed  as  basic  life  support  and  advanced  life  support  and 
adopts  the  Medicare  guidelines  for  determining  medical  necessity  for  transportation. 


ADMINISTRATION  &  MANAGEMENT 

Cost  Containment  and  Other  Studies 

Florida  will  prepare  a  report  on  the  potential  use  of  federal  funds  to  support  a  trauma 
system  and  suggest  legislation  required  to  implement  a  new  financing  scheme  due  by  January 
1,  1991.  The  legislature  also  created  a  task  force  to  study  county  contributions  to  the  Medicaid 
program  and  assist  counties  in  budgeting  for  and  promptly  paying  these  expenses.  In  addition, 
the  state  has  requested  recommendations  for  developing  funding  sources  for  indigent  care  (see 
"Voluntary  Contributions"  below).  The  Hawaii  legislature  also  directed  the  state  Medicaid  agency 
to  improve  its  ability  to  maximize  federal  funds  and  requested  development  of  a  strategic  plan 
to  pursue  additional  revenue  based  on  the  findings  of  the  Legislative  Auditor.  This  plan  must 
include  efforts  to  improve  interagency  coordination,  open  the  administrative  process  to  outside 
groups  and  enhance  the  existing  Medicaid  management  information  system. 

Because  of  severe  budget  shortfalls,  Massachusetts  required  several  studies  related  to 
cost-containment.  One  new  law  requires  the  Comptroller  to  conduct  an  audit  of  the  Medicaid 
accounting  system,  the  effectiveness  of  cost-containment  efforts,  and  payments  to  disproportion- 
ate share  hospitals.  Another  law  creates  a  special  commission  to  study  and  make  recommen- 
dations concerning  Medicaid  benefit  packages  for  the  elderly,  families  and  disabled  individuals. 
As  a  part  of  the  evaluation,  the  commission  will:  (1)  review  the  health  care  needs  of  these 
populations;  (2)  inventory  existing  benefits  and  services;  (3)  review  Medicaid  expansions  of  the 
last  15  years;  (4)  and  recommend  benefit  packages,  service  modifications  and  alternative  service 
delivery  models.  Finally,  the  state  established  a  task  force  to  compare  Medicaid's  administrative 
resources  with  those  of  other  public  and  private  third-party  payers.  The  law  directed  the  task 
force  to  make  recommendations  on  staffing,  contracted  resources,  automation  needs  and  support 
services. 

Michigan  anticipated  savings  based  on  the  implementation  of  the  following  programs  and 
cost  containment  initiatives: 

Eliminating  of  the  second  surgical  opinion  program; 

Expanding  of  managed  care; 

Updating  the  pharmacy  post  payment  billing  system  and  improving  tape  to  tape  matches 
with  Blue  Cross/Blue  Shield; 

Operating  the  utilization  review  system; 

Revising  Medicaid  billing  limits; 

Providing  incentives  for  physicians  who  perform  vaginal  deliveries  for  women  who 
previously  have  had  Caesarean  deliveries; 

Contracting  for  oxygen  concentrators,  apnea  monitors  and  provider  education  series; 

Continuing  post-payment  recovery  audits; 

Establishing  a  voluntary  pharmacy  rebate  program; 
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►  Limiting  payments  to  acute  care  hospitals  for  substance  abuse  treatment  services,  and; 

»•  Tightening  prior  authorization  requirements  for  admissions  to  psychiatric  hospitals. 

Rhode  Island  expanded  its  data  exchange  with  Blue  Cross/Blue  Shield  to  identify  clients 
eligible  for  coverage  by  certain  commercial  dental  and  vision  care  plans.  This  expansion  reflected 
recent  success  and  subsequent  savings  associated  with  increased  third-party  liability  recoveries. 
Wisconsin  will  conduct  studies  in  the  areas  of  Medicaid  managed  care  plans,  maternal  and  child 
health  programs  and  personal  care  services.  Iowa  also  required  the  Department  of  Health 
Services  to  track  and  report  savings  resulting  from  the  use  of  HMOs  to  provide  Medicaid  services. 


Eligibility  Application  and  Determination 

Several  states  pursued  changes  in  the  Medicaid  eligibility  determination  process  this  year. 
California,  for  example,  established  a  task  force,  in  conjunction  with  representatives  of  Medicaid 
recipients  and  providers,  to  evaluate  current  eligibility  determination  procedures  and  forms  and 
develop  proposals  to  simplify  the  process.  Hawaii  directed  the  Department  of  Human  Services 
to  shorten  the  public  assistance  application  form,  especially  the  Medicaid  section.  In  addition, 
the  state  also  asked  the  department  to  design  a  separate,  shortened  food  stamp  application 
form.  Drafts  of  both  forms  were  due  20  days  before  the  1991  legislative  session  began.  Another 
Hawaii  law  directed  the  Department  of  Health  to  reinstate  contracts  providing  in-home  counselors 
to  assist  individuals  in  establishing  eligibility  for  Medicaid  and  third-party  benefits.  The  Hawaii 
Medicaid  agency  also  installed  a  "Medicaid  Hotline"  to  answer  inquiries  from  providers  and  the 
general  public  about  Medicaid-related  issues. 

Regulations  promulgated  in  New  Mexico  now  limit  the  allowable  processing  time  for 
Medicaid  applications  for  pregnant  women  and  children  to  45  days.  A  new  West  Virginia  law 
allows  the  state  Board  of  Education  to  become  a  Medicaid  provider,  identify  students  who  are 
eligible  to  receive  Medicaid-covered  services  and  maximize  federal  reimbursement  for  these 
services  under  OBRA-89.  Targeting  a  different  population,  the  Illinois  legislature  passed  a  law 
requiring  expedited  processing  of  applications  submitted  by  individuals  scheduled  for  release 
from  Department  of  Corrections  facilities. 


Long-Term  Care:  Community  Based  Services  and  Nursing  Homes 

Community-Based  Services  A  new  law  in  Maine  directed  the  Bureau  of  Medical  Care  to 
develop  and  implement  a  state  plan  amendment  providing  community-based  services  to  families 
and  children.  The  law  requires  interagency  cooperation  among  a  range  of  social  service 
agencies,  including  the  Department  of  Education  and  Cultural  Services,  the  Department  of 
Corrections  and  the  Department  of  Mental  Health  and  Mental  Retardation.  Current  state-funded 
services  such  as  case  management,  therapeutic  foster  care,  group  care  and  residential  treatment 
will  be  reviewed  for  possible  inclusion  in  the  plan.  The  preliminary  planning  process  was  to  be 
completed  by  December  31,  1990,  and  a  final  plan  submitted  to  the  legislature  by  January  15, 
1992.  The  plan  must  include  an  allocations  proposal  to  distribute  any  resulting  federal  revenues 
among  the  various  agencies  providing  services.  Maine  also  expanded  the  responsibilities  of  the 
Committee  on  Aging  to  include  an  investigation  of  complaints  by  individuals  receiving  non- 
residential long-term  care  services.  These  services  include  home-based  care,  the  Medicaid 
waiver  program  to  provide  in-home  nursing  level  care  to  the  elderly,  home  health  agencies, 
certified  homemaker  services  and  adult  day  care. 
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Nursing  Homes  Colorado  has  been  embroiled  in  a  battle  with  HCFA  over  nurse  aide 
training  requirements  mandated  under  OBRA-87.  The  state  rejected  proposed  HCFA  regulations 
concerning  nurse  aide  training  and  certification  and  charges  the  agency  with  interfering  In  the 
state's  efforts  to  implement  OBRA-87  provisions  regarding  nurse  aides.  According  to  state 
officials,  HCFA's  current  proposal  prevents  regulation  of  nurse  aides  by  the  State  Board  of 
Nursing.  Existing  Colorado  law  directs  the  board  to  register  nurse  aides,  investigate  and 
adjudicate  claims  against  nurse  aides  and  maintain  ail  records  relating  to  nurse  aides.  The  state 
also  charges  that  HCFA's  proposed  regulations  conflict  with  oral  and  written  assurances  that  the 
state's  current  laws  regulating  nurse  aides  comply  with  federal  requirements.  Instead,  HCFA's 
proposal  requires  that  the  agency  responsible  for  regulating  facilities  also  become  responsible 
for  professional  licensing. 

Connecticut  moved  responsibility  for  pre-screening  admission  to  long-term  care  for  state- 
funded  clients  from  the  Department  of  Income  Maintenance  (DIM  ~  the  state  agency  responsible 
for  Medicaid)  to  the  Department  on  Aging.  DIM,  however,  will  continue  to  administer  Its  Pre- 
Admission  Screening  Community  Based  Services  program  for  Medicaid  clients.  A  new 
Massachusetts  law  requires  a  review  of  eligibility  and  admissions  standards  for  Medicaid  clients 
who  require  nursing  home  services.  Individuals  denied  admission  as  a  result  of  changes  in  these 
standards  will  receive  priority  status  for  community-based  programs.  In  addition,  changes  in  the 
standards  may  not  conflict  with  federal  law.  The  new  law  also  required  the  state  to  study  the 
supply  of  nursing  facilities  and  their  ability  to  respond  to  the  demand  for  services.  In  executing 
this  study,  the  Secretary  of  Human  Services  must  consult  with  consumers,  advocates,  providers 
and  other  state  agency  officials. 


Prescription  Drugs 

Because  of  a  new  federal  mandate  under  OBRA-90  for  rebates  on  prescription  drugs 
under  Medicaid,  a  number  of  states  made  administrative  changes  in  their  prescription  drug 
programs.  California,  for  example,  directed  the  Medicaid  agency  to  report  to  the  Auditor  General 
by'September  1 , 1 990  on  the  number  of  exclusive  and  nonexclusive  contracts  entered  into  for  the 
purchase  of  prescription  drugs  as  well  as  supplies  and  equipment  under  Medi-Cal,  the  state's 
Medicaid  program.  Another  California  law  required  an  annual  audit  of  utilization  data  used  to 
calculate  equalization  payment  amounts  and  documentation  of  the  audit  findings  to  manufactur- 
ers. This  law  further  permitted  manufacturers  to  substitute  certain  specified  information  in  its 
request  for  inclusion  on  the  list  of  contract  drugs. 

The  Kansas  legislature  provided  for  a  privately  funded  study  on  the  cost-effectiveness  of 
the  state's  open  drug  formulary.  The  study  was  to  be  completed  by  October  1,  1990.  The  new 
law  also  established  a  drug  utilization  review  program  to  monitor  prescription  information,  make 
cost-containment  recommendations,  periodically  review  the  Medicaid  drug  formulary  and  monitor 
provider  and  recipient  compliance  with  program  objectives.  Colorado  also  established  a  drug 
utilization  review  process  to  assure  appropriate  prescribing  and  dispensing  practices. 

Louisiana  eliminated  its  closed,  restricted  drug  formulary  and  expanded  the  state's 
pharmacy  program  coverage  of  drugs,  including  all  FDA-approved  legend  drugs.  The  expansion, 
however,  does  not  include  cosmetic  drugs,  cough  and  cold  preparations,  minor  tranquilizers  or 
drugs  to  treat  anorexia.  Taking  another  approach,  Maine  established  a  drug  formulary  committee 
to  determine  Medicaid  coverage  for  non-prescription  and  prescription  drugs.  The  new  law 
required  a  two-thirds  majority  vote  of  this  committee  to  add  or  delete  drugs  from  the  established 
formulary  and  implemented  an  appeals  process  to  review  the  committee's  decisions.  Drugs  not 
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covered  by  Medicaid  as  a  result  of  this  process  are  subject  to  prior  approval.   In  emergencies, 
non-covered  drugs  may  be  dispensed  and  receive  retroactive  approval. 

Massachusetts  directed  its  Medicaid  program  to  seek  competitive  bids  for  providing  sole- 
and  multiple-  source  drugs  to  institutionalized  Medicaid  clients.  In  particular,  the  law  requires 
the  establishment  of  a  nursing  home  drug  formulary  to  solicit  such  bids  with  contracts  negotiated 
by  January  1 , 1 991 .  The  law  also  created  a  drug  utilization  review  program  to  examine  prescribing 
and  dispensing  practices,  efficacy  and  the  introduction  of  newly  developed  drug  therapies.  As 
part  of  this  review,  members  of  the  Drug  Utilization  Review  Committee  will  serve  also  as  a  peer 
review  committee.  A  commission  was  also  appointed  to  study  the  feasibility  of  implementing  a 
drug  rebate  program. 

The  Virginia  legislature  enacted  guidelines  for  establishing  a  Medicaid  drug  formulary 
and  competitive  procurement  process  for  drug  products.  The  formulary  will  be  based  on,  among 
other  things,  information  from  the  FDA;  scientific  data;  professional  judgement  of  pharmacists  and 
prescribers;  product  efficacy,  cost  and  medical  necessity;  and  availability  and  efficacy  of  less 
expensive  therapeutic  alternatives.  The  law  also  established  a  Medicaid  Formulary  Committee 
to  make  ongoing  recommendations  regarding  drug  coverage  in  therapeutic  classes. 


Voluntary  Contributions 

Several  states  voiced  concern  about  changes  in  the  status  of  voluntary  contributions  from 
hospitals  which  until  recently  have  been  counted  as  part  of  the  states'  contributions  toward  federal 
matching  funds.  The  Kentucky  legislature,  for  example,  urged  Congress  to  prevent  HCFA  from 
prohibiting  the  use  of  provider  assessments  to  obtain  federal  matching  funds.  Mississippi 
enacted  a  law  to  permit  the  Division  of  Medicaid  to  expend  grants,  donations  and  contributions 
as  well  as  federal  matching  funds  and  grants  to  further  the  objectives  of  the  state  Medicaid 
program.  Finally,  New  York  authorized  the  use  of  hospital  contributions,  as  well  as  statewide  and 
regional  bad  debt  and  charity  care  pools,  for  Medicaid  payments.  In  addition,  it  also  authorized 
using  pool  funds  for  a  pool  administrator  while  eliminating  the  existing  payment  option  of 
deducting  contributions  from  pool  distributions  due  to  the  hospital. 


MEDICAID-RELATED  STRATEGIES 

Access 

In  a  far-reaching  law,  Kentucky  established  a  system  of  care  that  provides  basic  health 
services,  treatment  of  acute  episodes  and  chronic  illness,  certain  preventive  and  diagnostic 
services  and  pharmacy  services  through  a  network  of  physician  and  mid-level  practitioners.  The 
new  program  requires  linkages  among  emergency  systems,  hospitals,  home  health  services, 
hospice,  long-term  care,  substance  abuse  treatment  and  other  specialty  services  as  well  as  the 
development  of  treatment  protocols  and  quality  assurance  mechanisms.  It  further  allows  one 
extension  site  per  full-time  physician  on  staff.  The  program  will  operate  the  services  on  a  24- 
hours-a-day,  7-days-a-week  basis.  Mid-level  practitioners  are  defined  in  this  law  as  licensed 
health  professionals  or  individuals  who  have  worked  for  and  been  supervised  by  a  physician  for 
a  minimum  of  5  years.  All  mid-level  practitioners  must  pass  qualifying  examinations.  The 
University  of  Kentucky,  the  University  of  Louisville  and  the  Board  of  Family  Health  Care  Providers 


will  develop  continuing  education  programs  to  enable  mid-level  practitioners  to  meet  annual 
training  requirements. 


Malpractice 

Similar  to  a  law  enacted  in  West  Virginia  in  1989,  the  Louisiana  legislature  indemnified 
health  care  providers  who  provide  charity  care  (including  services  to  Medicaid  clients)  for  actual 
damages  in  a  malpractice  claim  settlement  or  judgment.  Eligibility  for  the  program  is  limited  to 
providers  whose  caseload  is  at  least  10%  charity  care.  The  law  requires  providers  to  carry 
medical  malpractice  insurance  and  to  be  represented  by  the  insurer  in  the  event  a  claim  is  filed. 
In  cases  where  a  successful  claim  is  filed  by  a  patient  who  received  charity  care,  the  state  will 
indemnify  the  provider  for  up  to  $100,000  for  malpractice  judgments  or  settlements  arising  from 
the  provision  of  perinatal  or  emergency  care  and  for  up  to  $25,000  arising  from  any  other  single 
occurrence  claim.  The  state  will  be  the  payor  of  first  resort  for  claims  that  fall  within  these  limits. 
The  law  also  requires  private  insurers  to  extend  discounts  to  certain  health  care  providers  who 
purchase  malpractice  coverage.  Discount  rates  must  reflect  decreases  in  the  insurers'  liability 
exposure  as  a  result  of  the  indemnification  program.  Implementation  of  this  indemnification 
program  is  contingent  on  HCFA's  approval  of  the  use  of  Medicaid  funds  for  this  purpose. 

The  West  Virginia  legislature  directed  the  Board  of  Risk  and  Insurance  Management  to 
provide  malpractice  insurance  for  all  medical  practitioners  who  provide  obstetric  treatment  to 
Medicaid-eligible  patients,  if  the  practitioner  participates  in  the  primary  professional  malpractice 
insurance  program.  The  law  further  states  that  primary  insurance  coverage  will  be  mandatory  for 
practitioners  covered  for  obstetric  treatment;  primary  coverage  is  optional  for  other  practitioners 
who  treat  Medicaid  obstetric  patients.  Optional  excess  malpractice  insurance  will  be  made 
available  for  all  practitioners  who  provide  obstetric  care  to  Medicaid  clients.  Excess  insurance  is 
defined  as  coverage  over  and  above  any  other  primary  or  collective  malpractice  liability  coverage. 
Each  insured  practitioner  must  carry  primary  insurance  of  at  least  $1.0M.  The  board  will  establish 
criteria  for  the  program,  which  must  be  approved  by  the  Insurance  commissioner  no  later  than 
June  15,  1990.  West  Virginia  also  passed  a  resolution  to  encourage,  support  and  endorse  the 
efforts  of  the  Department  of  Health  and  Human  Resources  in: 

►  Implementing  a  physician  primary  care  case  management  system  to  contain  costs  by 
preventing  unnecessary  utilization  and  ensuring  continuity  of  and  adequate  access  to 
health  care; 

►  Achieving  better  access  to  primary  care; 

-  Controlling  growth  in  the  Medicaid  program  by  enrolling  physicians  to  improve  access  to 

primary  care  referral  and  care  coordination; 

••  Maximizing  existing  cost  containment  efforts;  and 

••  Studying  the  effectiveness  of  a  physician  primary  care  case  management  program. 


Managed  Care,  Case  Management  &  Care  Coordination 

A  number  of  states  turned  to  managed  care  and  case  management  strategies  to  improve 
access  and  continuity  of  care  to  IVIedicaid  clients.  A  new  Connecticut  law,  for  example,  requires 
the  Commissioner  of  Income  Maintenance  to  expand  an  existing  waiver  and  provide  case 
management  services  to  125  disabled  adults  and  children  in  the  community.  The  current  waiver 
provides  these  services  to  50  clients. 

Illinois  authorized  the  Department  of  Public  Aid  (DPA)  to  contract  with  partnerships  of 
medical  providers  to  arrange  services  for  clients.  The  new  law  specifies  that  implementation  may 
be  limited  to  demonstration  programs  for  selected  geographic  areas.  Contracted  partnerships 
must  offer  at  a  minimum  physician  services,  including  prenatal  and  obstetrical  care,  inpatient  and 
outpatient  hospital  care,  home  health  services  and  substance  abuse  treatment  services.  The 
program  includes  financial  incentives  to  individual  physicians  and  partnerships  to  encourage  the 
development  of  the  project.  The  law  further  authorizes  medical  and  case  management  services 
through  these  partnerships  that  go  beyond  the  scope  typically  offered  by  Medicaid  and  instructs 
the  DPA  to  obtain  the  necessary  waivers  from  HCFA  to  implement  the  project. 

Taking  another  approach,  Louisiana  obtained  a  Home  and  Community-Based  Services 
waiver  designed  to  meet  the  needs  of  developmentally  disabled  individuals.  The  program 
includes  an  array  of  residential  and  family  support  services  for  residents  of  ICF-MRs  or  individuals 
in  need  of  ICF-MR  level  services. 

Massachusetts  required  that  all  Medicaid  clients  be  enrolled  in  managed  care  programs 
by  January  1,  1992,  contingent  upon  the  receipt  of  necessary  federal  waivers.  The  law  requires 
that  a  plan  to  complete  this  enrollment  be  developed  and  submitted  to  the  legislature  by  January 
1,  1991.  Managed  care  programs  may  include:  HMOs,  prepaid  health  plans,  preferred  provider 
arrangements,  high  cost  case  management  and  selective  contracts.  Mississippi  also  authorized 
coverage  of  a  pilot  program  of  managed  care  and  limited  service  delivery  to  two  sites  selected 
for  participation  in  the  pilot. 

The  Virginia  legislature  directed  the  Commission  on  Health  Care  for  All  Virginians  to 
study  managed  care  alternatives  under  Medicaid.  At  a  minimum,  the  study  will  review:  (1)  the 
feasibility  of  expanding  the  state's  Medicaid  managed  care  program;  (2)  alternatives  for  designing 
and  staffing  a  managed  care  system;  and  (3)  the  costs  and  benefits  associated  with  managed 
care  options. 


Insurance,  COBRA  Coverage: 

States  continued  to  take  advantage  of  provisions  under  the  Consolidated  Omnibus 
Budget  Reconciliation  Act  of  1 985  (COBRA)  to  expand  coverage  for  individuals  who  lose  coverage 
as  a  result  of  extended  illness.  In  many  cases,  such  programs  are  used  to  target  individuals  who 
are  HIV-positive  or  who  have  AIDS,  although  the  law  may  not  explicitly  indicate  so.  Connecticut 
authorized  Medicaid  coverage  for  workers  whose  medical  conditions  deny  them  access  to  an 
employer's  group  health  insurance  plan  and  who  would  otherwise  be  Medicaid-eligible, 
contingent  on  available  funds.  For  chronically-ili  and  disabled  individuals  who  are  no  longer 
employed,  the  commissioner  may  use  Medicaid  funds  to  pay  the  client's  share  of  an  employer- 
sponsored  health  insurance  plan.  The  District  of  Columbia  also  authorized  a  new  locally  funded 
program  to  purchase  insurance  for  individuals  diagnosed  with  AIDS  who  have  access  to 
employer-sponsored  coverage  or  who  are  self-employed,  effective  February  1991.   Finally,  the 
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Michigan  legislature  directed  the  Department  of  Social  Services  to  expand  an  existing  pilot 
program  to  provide  insurance  assistance  for  AIDS  patients  statewide.  The  law  further  requires 
a  cost-benefit  analysis  of  the  program. 


Maternal  and  Child  Health 

The  Alabama  legislature  established  "Healthy  Beginnings,"  a  health  awareness  and 
incentive  program  for  pregnant  women.  Outreach  is  conducted  primarily  through  the  use  of 
public  service  announcements.  Pregnant  women  may  call  a  toll-free  number  to  receive  a  "Healthy 
Beginnings"  coupon  book  that  includes  a  calendar  for  prenatal  visits,  prenatal  care  information 
and  coupons  for  food  and  baby  items  such  as  diapers,  powder,  milk  and  eggs.  Use  of  the 
coupons  is  tied  to  prenatal  care  visits,  and  the  coupons  may  be  redeemed  upon  validation  by  a 
prenatal  care  provider.  Alabama  also  expanded  the  Maternity  Waiver  Program  to  five  additional 
counties,  bringing  the  total  number  participating  to  22  of  the  67  counties.  This  program  provides 
coordinated  obstetrical  care  under  the  direction  of  a  single  provider.  Services  that  must  be 
obtained  from  or  coordinated  by  the  primary  provider  include  prenatal,  delivery,  hospitalization 
and  post-partum  care. 

Hawaii  implemented  the  first  year  of  a  three  year  project  to  improve  access  to  prenatal 
care,  promote  early  and  comprehensive  prenatal  care  and  increases  physician  and  midwife 
participation  in  the  Medicaid  program.  Missouri  also  enacted  a  law  that  authorizes  the 
Department  of  Social  Services  to  conduct  demonstration  projects  in  selected  counties  to  provide 
nonemergency  transportation  to  pregnant  women  and  requires  referrals  to  the  Women,  Infants 
and  Children  (WIC)  nutrition  program  for  eligible  Medicaid  clients. 


Long-Term  Care 

California  established  an  innovative  "Partnership  for  Long-Term  Care"  pilot  program  to 
link  private  long-term  care  insurance  and  health  care  service  plan  contracts  covering  long-term 
care  with  the  In-Home  Supportive  Services  programs  and  Medi-Cal.  Under  the  program,  specified 
in-home  and  support  services,  as  well  as  certain  Medicaid  benefits,  will  be  provided  to  purchasers 
of  state-certified  insurance  policies  and  health  care  services  plan  contracts  who  exhaust  their 
long-term  care  benefits.   Certified  plans  and  contracts  must  contain: 

»■  Individual  case  management  by  a  coordinating  entity  designated  or  approved  by  the 

state; 

•■  Benefits  that  meet  minimum  state  standards; 

►■  Protection  against  loss  of  benefits  due  to  inflation;  and 

»■  A  record-keeping  system  including  an  explanation  of  benefits  report  on  insurance 

payments  or  benefits  that  count  toward  Medicaid  resource  exclusion. 

Plans  must  also  be  approved  by  the  State  Department  of  Insurance  and  must  comply  with 
any  other  state  regulations  pertaining  to  long-term  care  insurance  or  health  service  plan  contracts. 
An  advisory  task  force  comprising  executive  and  legislative  members  will  provide  advice  and 
assistance  in  designing  and  implementing  the  program.  The  pilot,  which  has  a  sunset  date  of 
June  30,  1996,  will  be  administered  by  the  state  Department  of  Health  Services. 
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Kentucky  established  a  long-term  care  case  management  demonstration  program  that 
includes  Medicaid  services  such  as  hospital-based  long-term  care,  SNFs,  ICFs  and  home  health. 
In  the  program,  case  managers  are  prohibited  from  making  Medicaid  eligibility  determinations 
for  participating  individuals.  Mississippi  also  authorized  a  pilot  hospice  program  beginning  July 
1,  1991,  at  one  site  in  Hinds  County,  to  provide  coordinated  in-home,  inpatient  and  outpatient 
care  to  terminally  ill  individuals.  The  program  requires  that  care  be  family-centered  and  employ 
a  multidisciplinary  team.  The  law  describes  the  goals  of  the  program  as  an  effort  to  provide  relief 
for  physical  symptoms,  while  also  providing  support  to  meet  the  patient's  and  the  family's  non- 
medical needs. 

The  Wisconsin  legislature  enacted  two  laws  related  to  its  Medicaid  long-term  care 
population.  The  first  law  allows  the  state,  at  the  request  of  a  county  board  of  supervisors,  to 
contract  with  county  aging  units  for  pilot  projects  to  provide  home  and  community-based  long- 
term  care  support  services.  The  second  law  establishes  eligibility  criteria  for  the  state's  long- 
term  care  insurance  program  as  follows: 

>■  The  individual  must  be  65  years  of  age  or  older; 

»■  The  individual  must  be  a  beneficiary  of  a  long-term  care  insurance  policy  that  is  certified 

to  meet  state  established  standards; 

»■  The  long-term  care  insurance  policy  must  have  paid  for  institutional  or  community-based 

(or  both)  long-term  care  services  up  to  the  limits  specified  in  the  policy; 

►  The  individual  required  the  services  paid  for  under  the  policy  because  of  a  sever  limitation 
in  activities  of  daily  living  or  because  of  medical  necessity; 

►  The  liquid  assets  retained  by  policyholders  do  not  exceed  the  amount  paid  under  the 
policy  or  the  actual  charges,  whichever  is  lower,  for  the  following  Medicaid  services:  (1) 
skilled  nursing  home;  2)  home  health;  (3)  intermediate  care  facility;  (4)  nursing  services; 
(5)  home  or  community-based  care;  and  (6)  case  management. 

The  law  applies  only  if  the  state  receives  federal  approval  of  a  state  plan  amendment. 


ABBREVIATIONS 


TOPIC 

AAA:  Area  Agencies  on  Aging 

ABC:  Adjusted  Bill  Charges 

AFDC:  Aid  to  Families  with  Dependent  Children 

AIDS:  Acquired  Immune  Deficiency  Syndrome 

CBS:  Community-Based  Sen/ices 

CMHC:  Community  Mental  Health  Center 

CN:  Categorically  Needy 

COBRA:  Consolidated  Omnibus  Budget  Reconciliation  Act  of  1985 

COLA:  Cost-of-Living  Adjustment 

CON:  Certificate  of  Need 

CPI:  Consumer  Price  Index 

DD:  Developmentally  Disabled 

DEPARTMENT:  State  Medicaid  Agency  or  Department  in  which  it  is  housed 

DHHS:  U.S.  Department  of  Health  and  Human  Sen/ices 

DME:  Durable  Medical  Equipment 

DRG:  Diagnosis-Related  Group 

DSH:  Disproportionate  Share  Hospitals 

EMS:  Emergency  Sen/ices 

EPSDT:  Early  and  Periodic  Screening,  Diagnosis  and  Treatment 

ESRD:  End  Stage  Renal  Disease 

ER:  Emergency  Room 

FFS:  Fee-For-Service 

FPL:  Federal  Poverty  Level 

FY:  Fiscal  Year 

GA:  General  Assistance 

HCBS:  Home  and  Community  Based  Sen/ices 

HCFA:  Health  Care  Financing  Administration 

HHA:  Home  Health  Agency 

HIO:  Health  Insuring  Organization 

HMO:  Health  Maintenance  Organization 

ICF:  Intermediate  Care  Facility 

ICF/DD:  Intermediate  Care  Facility  for  the  Developmentally  Disabled 

ICF/MR:  Intermediate  Care  Facility  for  the  Mentally  Retarded 

LOS:  Length  of  Stay 

LTC:  Long  Term  Care 

MCCA:  Medicare  Catastrophic  Coverage  Act  of  1988 

MMIS:  Medicaid  Management  Information  System 

MN:  Medically  Needy 

MNIL:  Medically  Needy  Income  Level 

MR:  Mentally  Retarded 

OBRA:  Omnibus  Budget  Reconciliation  Act  (relevant  year  should  follow) 

PHP:  Prepaid  Health  Plan 

PNA:  Personal  Needs  Allowance 

PRO:  Professional  (or  Peer)  Review  Organization 

QMB:  Qualified  Medicare  Beneficiary 

SHMO:  Social  Health  Maintenance  Organization 

SMI:  Supplemental  Medical  Insurance 

SNF:  Skilled  Nursing  Facility 

SSI:  Supplemental  Security  Income 

TPL:  Third  Party  Liability 

UR:  Utilization  Review 

WIC:  Women,  Infants  and  Children  (Supplemental  Food  Program) 


LEGISLATIVE  REFERENCES 


Note:  Policies  adopted  ttirough  legislation  are  indicated  with  a  legislative  bill  and  law 
number  (e.g.  SB  1411,  Ch.102,  1988  Laws).  Policies  adopted  through  Medicaid  agency 
regulations  or  state  plan  amendments  are  noted  as  such,  have  initials  other  than  those 
listed  below  or  do  not  have  any  number  indicated. 


AB:  Assembly  Bill 

HB:  House  Bill 

HCR:  House  Concurrent  Resolution 

HJR:  House  Joint  Resolution 

HR:  House  Resolution 

LB:  Legislative  Bill 

SB:  Senate  Bill 

SCR:  Senate  Concurrent  Resolution 

SJR:  Senate  Joint  Resolution 

SR:  Senate  Resolution 


STATE  PROFILES 


ALABAMA 


BENEFITS  &  COVERAGE 

EPSDT:  Brings  EPSDT  program  and  coverage  into  compliance  with  federal  OBRA-89  require- 
ments,  (by  regulation,  effective  October  1990) 

Hospice:  Authorizes  coverage  for  hospice  care  services  for  terminally  ill  clients  whose  life 
expectancy  is  six  months  or  less.  Provides  home-based  medical  and  support  services  to  these 
clients  (by  regulation,  effective  October  1990). 

Inpatient  Services:  Increases  coverage  for  hospital  inpatient  days  and  inpatient  doctor  visits  from 
12  to  14  days  per  calendar  year  (by  regulation,  effective  January  1990). 

MCH/Neonatal  Care:  Provides  two  comprehensive  assessments  during  the  first  year  of  life  for 
children  who  receive  care  in  a  neonatal  intensive  care  unit  (by  regulation,  effective  October  1 , 
1989  ~  omitted  from  1989  report). 

Outpatient  Services/Laboratory:  Removes  limitations  on  laboratory  and  radiology  services 
provided  in  a  hospital  outpatient  setting  (by  regulation,  effective  January  1990). 

Sickle  Cell  Treatment:  Authorizes  coverage  for  iron  chelation  therapy  for  clients  diagnosed  with 
sickle-cell  disease  (by  regulation,  effective  May  1990). 


ELIGIBILITY 

MCH:  Brings  eligibility  standards  for  pregnant  women  and  children  up  to  age  6  into  compliance 
with  federal  OBRA-89  requirements  (by  regulation,  effective  April  1,  1990). 

LTC:  Increases  the  monthly  income  limit  for  nursing  home  residents  from  $950  to  $1,000  (by 
regulation,  effective  January  1990). 

COLA/Public  Employees:  Withholds  scheduled  pension  COLA  from  Medicaid-eligible,  retired 
public  employees  if  receipt  of  this  COLA  would  subsequently  result  in  the  termination  of  Medicaid 
benefits  (HB  90,  Act  625,  1990  Laws,  effective  October  1,  1990). 


REIMBURSEMENT 

FQHCs/Rural  Health  Centers:  Introduces  a  cost-based  reimbursement  system  for  federally 
qualified  health  centers.  Brings  FQHC  reimbursement  policies  into  compliance  with  federal 
OBRA-89  requirements,   (by  regulation,  effective  January  1990) 


ALABAMA 


CONTINUED 


MCH:   (by  regulation,  effective  October  1,  1989  ~  omitted  from  1989  report) 

Obstetrics:  Increases  global  fee  for  pregnancy-related  obstetrical  services  to  $1,000.  This 
package  includes  prenatal  and  postnatal  services,  as  well  as  delivery. 

Neonatal  Care:  Increases  fees  for  nine  critical  care  services,  each  by  45%. 

Nursing  Homes: 

Rates:  Increases  overall  ceiling  for  rates  from  60th  to  75th  percentile  of  reported  cost,  (by 
regulation,  effective  October  1,  1990) 

Staffing:  Authorizes  reimbursement  for  the  salaries  of  1,600  additional  employees  in  nursing 
homes  throughout  the  state,   (by  regulation,  effective  October  1990) 

Teaching  Facilities:  Provides  supplemental  funding  for  rate  increases  to  nursing  homes  that 
function  as  teaching  facilities.   (HB  291,  Act  709,  1990  Laws,  effective  May  3,  1990) 

Outpatient  Services: 

Emergency  Services:  Increases  rates  for  certain  outpatient  emergency  room  services,  (by 
regulation,  effective  January  1990) 

Surgery:  Reclassifies  outpatient  and  ambulatory  surgical  payment  codes,  increasing  the  number 
of  service  code  groups  from  four  to  eight.  In  addition,  payments  for  services  in  each  of  these 
groups  increased  and  rates  now  range  from  $193  to  $679.  Prior  to  the  reclassification,  the 
maximum  payment  for  any  of  outpatient  and  ambulatory  surgical  services  was  $260.  (by 
regulation,  effective  October  1990) 

Rural  Hospitals:  Eliminates  ceiling  on  payments  to  rural  hospitals.  Increases  average  per  diem 
rates  by  nearly  9%  from  $440  to  $478.   (by  regulation,  effective  October  1,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Provider  Relations:  Conducted  10  state-wide  seminars  to  gather  providers'  input  on  implemen- 
tation of  OBRA-89  changes  to  Medicaid.  Also  established  the  Physicians  Task  Force  to  improve 
the  working  relationship  between  participating  doctors  and  the  Medicaid  program. 


ALABAMA  continued 


MEDICAID-RELATED  STRATEGIES 

MCH: 

Case  Management/Waiver:  Expands  Maternity  Waiver  Program  to  5  additional  counties,  bringing 
the  total  number  participating  to  22  of  the  67  counties  in  Alabama.  This  program  provides 
coordinated  obstetrical  care  under  the  direction  of  a  single  provider.  Services  that  must  be 
obtained  from  or  coordinated  by  the  primary  provider  include:  prenatal,  delivery,  hospitalization, 
and  post-partum  care.   (Counties  added  to  waiver  in  January,  October,  and  November  1990) 

Prevention/Promotion:  Establishes  Healthy  Beginnings,  a  health  awareness  and  incentive 
program  for  pregnant  women.  Outreach  for  this  program  is  done  primarily  through  the  use  of 
public  service  announcements.  Pregnant  women  may  call  a  toll-free  number  to  receive  a  Healthy 
Beginnings  coupon  book  that  includes  a  calendar  for  prenatal  visits,  prenatal  care  information  and 
coupons  for  food  and  baby  items  like  diapers,  powder,  milk  and  eggs.  Use  of  these  coupons  is 
tied  to  prenatal  care  visits,  and  the  coupons  may  be  redeemed  upon  validation  by  a  prenatal  care 
provider  (by  regulation,  effective  August  1990). 

Technoloay-Dependent  Children/Waiver/LTC:  Implements  waiver  for  technology  dependent 
children  to  receive  long-term  care  services  at  home  (by  regulation,  effective  October  1990). 


ALASKA 


BENEFITS  AND  COVERAGE 

No  Changes. 

ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

LTC/CBS/Aoed:  Directs  the  state  Department  of  Health  and  Social  Services  (DHSS)  to  seek 
permission  for  options  and  waivers  to  expand  home  and  community-based  services  for 
developmentally  disabled  individuals  and  older  Alaskans.  Requires  the  Governor's  Council  for 
the  Handicapped  and  Gifted  and  the  Older  Alaskans  Commission,  in  consultation  with  other 
public  agencies,  to  conduct  research  and  prepare  a  report  for  the  state  legislature  and  the  DHSS. 
This  report  must  contain  recommendations  regarding  the  scope  and  substance  of  options  and 
waivers  that  the  DHSS  may  apply  for  under  this  law.  In  addition,  the  two  bodies  must  also  submit 
a  report  to  the  legislature  by  January  15,  1992  estimating  the  fiscal  Impact  of  Implementing  the 
various  options.  The  law  further  directs  the  DHSS  to  take  action  on  the  Medicaid  options  and 
waivers  by  September  15,  1992.   (SB  334,  Chapter  26,  1990  Laws,  effective  May  4,  1990) 


ARIZONA 


BENEFITS  AND  COVERAGE 

EPSDT/Mental  Health:  Directs  the  AHCCCS  director  to  develop  a  phased  in  plan  providing 
mental  health  services  to  all  children  under  the  age  of  18  who  are  eligible  to  receive  EPSDT 
screening  services  as  of  October  1,  1990.  Requires  full  implementation  of  this  plan  by  April  1, 
1991.  Requires  development  of  an  EPSDT  screen  to  limit  referrals  for  more  comprehensive 
diagnostic,  evaluation  and  treatment  to  those  children  who  need  "medically  necessary"  mental 
health  services.  Also  requires  development  of  a  prior  authorization  system  to  ensure  appropriate 
utilization  of  inpatient  and  residential  sen/ices.  Mental  health  services  will  be  provided  through 
subcontracts  with  AHCCCS  providers.  AHCCCS  will  develop  a  model  for  the  subcontract, 
including  provisions  for  program  compliance  requirements.  Initially,  mental  health  services, 
including  outpatient  and  community  services,  may  be  reimbursed  on  a  fee-for-service  basis.  Sets 
maximum  for  these  fees  based  on  a  capped  fee-for  service  schedule  adopted  by  the  AHCCCS. 
(HB  2554,  Chapter  334,  1990  Laws,  effective  June  25,  1990) 

Optional  Services/Clinic  Services:  Under  previous  law,  family  planning  providers  were  not 
required  to  provide  optional  clinic  services.  This  law  eliminates  that  provision.  (HB  2268,  Chapter 
124,  1990  Laws,  effective  April  25,  1990) 


ELIGIBILITY 

Family  Support  Act/Transition  to  Work:  Requires  that  a  child  care  providers  training  component 
for  certain  AFDC  recipients  be  included  in  implementation  of  the  job  opportunities  and  basic  skills 
(JOBS)  program  under  the  Family  Support  Act .  The  law  provides  AFDC  payments  to  families  in 
which  one  parent  meets  the  JOBS  participation  requirements  and  the  other  parent  cares  for  a 
child  under  age  3.  (HB  2358,  Chapter  2358,  1990  Laws,  effective  June  25,  1990) 

Insurance  Regulations:  Prohibits  private  and  group  insurers  from  canceling  or  failing  to  renew 
a  policy  based  on  a  beneficiary's  eligibility  for  Medicaid  (HB  2102,  Chapter  312,  1990  Laws, 
effective  June  18,  1990) 

MCH:  Brings  eligibility  standards  for  pregnant  women  and  children  into  compliance  with  OBRA- 
89.  In  addition,  extends  eligibility  to  children  up  to  age  8  whose  family  incomes  are  equal  to  or 
less  than  100%  of  the  federal  poverty  level.  (HB  2249,  Chapter  27,  1990  Laws,  effective  April  6, 
1990) 

QMBs:  Brings  state  law  into  compliance  with  federal  requirements  under  the  Medicare 
Catastrophic  Coverage  Act  (MCCA)  of  1988.  (HB  2351,  Chapter  333,  1990  Laws,  effective 
September  30,  1990) 

Spousal  Impoverishment:  Brings  state  law  into  compliance  with  federal  mandate  under  the 
MCCA  of  1988  concerning  minimum  resource  allowances  for  community  spouses.  Establishes 
this  allowance  at  the  federal  minimum  of  $12,000,  indexed  for  inflation  using  the  CPI  for  urban 
consumers.   (HB  2351,  Chapter  333,  1990  Laws,  effective  September  30,  1990) 

29 


ARIZONA    CONTINUED 


Veterans'  Health:  Specifies  that  income  eligibility  determinations  may  not  include  income  derived 
from  settlement  in  cases  involving  agent  orange;  also  applies  to  children  who  receive  income 
from  such  cases.   (HB  2153,  Chapter  118,  1990  Laws,  effective  April  25,  1990) 


REIMBURSEMENT 

Emergency  Hospital  Services:  As  of  January  1 , 1 991 ,  AHCCCS  is  retroactively  liable  for  payment 
for  care  provided  two  days  prior  to  the  date  that  a  county  makes  an  eligibility  determination  and 
complies  with  notice  provisions  required  by  the  state.  (HB  2351,  Chapter  333,  1990  Laws, 
effective  September  30,  1990) 

Hospitals: 

Adjusted  Billed  Charges:  Increases  adjusted  bill  charges  by  2  1/2  percent  as  of  January  1, 
1991.  (HB  2351,  Chapter  333,  1990  Laws,  effective  September  30,  1990) 

Reimbursement  Methodology:  Requires  the  AHCCCS  director  to  analyze  the  impact  of  the 
new  hospital  reimbursement  methodology.  The  analysis  must:  (1)  provide  information  concerning 
the  hospital  environment,  including  measures  of  the  influence  of  various  factors  associated  with 
the  system  on  the  cost  of  providing  services;  (2)  project  the  impact  for  the  methodology  on  the 
AHCCCS;  (3)  assess  the  impact  of  the  system  on  the  provider  community,  including  its  relative 
benefits  and  disadvantages  to  individual  hospitals;  and  (4)  include  simulations  of  the  new 
methodology.  AHCCCS  must  also  include  an  analysis  of  any  hospital-specific  data  that  the 
administration  determines  to  be  proprietary,  confidential  or  disruptive  to  contract  or  rate 
negotiations.  A  report  is  due  to  the  governor,  the  president  of  the  senate  and  the  speaker  of  the 
house  by  January  2,  1992.   (HB  2351,  Chapter  333,  1990  Laws,  effective  September  30,  1990) 

LTC:  Allows  an  ALTCS  program  contractor  with  approval  from  the  Director  to  negotiate  and  award 
a  provider  subcontract  if  there  is  an  insufficient  number  of  subcontracts  awarded  during  the 
contract  year  within  that  particular  county.  The  term  of  the  subcontract  may  not  extend  beyond 
the  next  bid  and  award  process  and  may  not  be  at  reimbursement  rates  greater  than  the  weighted 
average  rates  for  the  appropriate  level  of  care  paid  to  similar  providers  in  the  same  county.  The 
program  contractor  may  not  forego  the  competitive  bid  process  unless  there  is  an  unanticipated 
increase  in  the  number  of  members  enrolled  or  a  decrease  in  the  number  of  beds  available 
because  of  a  facility  closure  and  which  cannot  be  absorbed  by  current  contracting  providers  in 
the  same  general  area.  The  law  also  increases  from  two  to  three  years  the  time  period  for  the 
director  to  issue  an  invitation  to  bid  for  an  AHCCCS  contract.  (HB  2351,  Chapter  333, 1990  Laws, 
effective  September  30,  1990) 

QMB:  Requires  the  AHCCCS  to  pay  monthly  premiums  for  hospital  insurance  benefits  for  QMBs 
as  required  under  the  MCCA  of  1988  and  as  modified  under  OBRA-89.  AHCCCS  will  make  the 
eligibility  determination  and  may  require  beneficiaries  to  contribute  to  the  cost  of  the  monthly 
premium.   (HB  2249,  Chapter  27,  1990  Laws,  effective  July  1,  1990) 


ARIZONA    COMTINUED 


ADMINISTRATION  &  MANAGEMENT 

Appropriations:  Prescribes  accounting  procedures  for  tlie  AHCCCS  program,  stipulating  that 
funds  drawn  against  state  appropriations  will  only  occur  on  an  as-needed  basis;  excludes 
administrative  charges.   (HB  2031 -XX,  Chapter  7,  1990  Laws,  effective  July  5,  1990) 

Hospitals/Mental  Health/Substance  Abuse:  Exempts  special  hospitals  that  limit  admissions  to 
patients  requiring  psychiatric  services  or  substance  abuse  treatment  from  regulations  affecting: 
(1)  hospital  adjusted  bill  charge  reimbursement;  (2)  rate  increase  petitions;  and  (3)  unbundling 
of  services.  (HB  2351,  Chapter  333,  1990  Laws,  effective  September  30,  1990) 

LTC: 

County  Funding:  Specifies  that  a  county's  contribution  towards  the  state  medical  fund  for  county 
long-term  care  will  be  adjusted  to  reflect  that  county's  proportion  of  net  expenditures  for  services 
as  determined  by  an  auditor  general's  certified  audit.  Total  contributions  for  all  counties  must 
equal  $96  million  minus  any  amount  carried  forward  from  fiscal  year  1989-90.  Before  certifying 
to  the  state  the  amount  budgeted  for  the  next  fiscal  year,  each  county  must  submit  a  report  by 
June  1,  1990  on  its  net  expenditures  for  RTs  1986-87,  1987-87  and  1988-89.  Each  county  will 
receive  $50,000  from  the  medical  fund  and  a  proportion  of  remaining  funds  to  be  divided  among 
the  counties  as  specified  in  the  law.  (HB  2351 ,  Chapter  333,  1 990  Laws,  effective  September  30, 
1990) 

Oversight  Committee:  Extends  oversight  responsibilities  of  the  joint  legislative  council 
committee  responsible  for  implementation  and  oversight  of  the  AHCCCS  long-term  care  system. 
(HB  2554,  Chapter  334,  1990  Laws,  effective  June  25,  1990) 

Third  Party  Liability  Fund:  Establishes  a  separate  long-term  care  fund  and  third  party  liability 
fund  to  separately  account  for  administration  and  operation  of  the  state  programs.  The  third 
party  liability  fund  will  include  monies  paid  by  lien  and  estate  recoveries  in  addition  to  monies 
paid  by  third  party  payors.   (HB  2351,  Chapter  333,  1990  Laws,  effective  September  30,  1990) 

Transportation:  Expands  the  AHCCCS  Director's  authority  to  develop  criteria  for  "medically 
necessary  inter-facility  transport."  (HB  2351,  Chapter  333,  1990  Laws,  effective  September  30, 
1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


ARKANSAS 


No  changes  were  made  this  year. 


CALfFORNIA 


BENEFITS  AND  COVERAGE 

COLA/Public  Assistance:  Specifies  that  benefits  for  public  assistance  recipients  will  not  be 
adjusted  to  reflect  increases  in  the  cost  of  living  for  fiscal  year  1 990-91  and  that  any  future  cost-of 
living  adjustments  will  not  reflect  inflation  for  FY  1990-91.  (AB  3573,  Chapter  456, 1990  Law,  July 
31,  1990) 

Disabled/Special  Needs  Allowance:  Caps  the  monthly  special  needs  allowance  at  $40  for  eligible 
recipients  who  have  guide  dogs,  signal  dogs  or  other  service  dogs  beginning  January  1,  1991. 
Increases  this  allowance  to  $50  per  month  on  July  1,  1991.  The  allowance  assists  recipients  to 
pay  for  dog  food  and  other  costs  associated  with  animal  care  and  maintenance.  Previous  special 
needs  allowance  for  this  purpose  was  $60  per  month.  (AB  4241 ,  Chapter  871 , 1 990  Laws,  effective 
September  12,  1990) 

Durable  Medical  Equipment  (DME):  Revises  an  existing  pilot  program  that  expands  access  to 
prosthetic  and  orthotic  devices.  Under  the  new  language,  Medi-Cal  may  cover  prosthetics  and 
orthotics  up  to  a  cost  of  $500  or  $250,  respectively  without  requiring  prior  authorization.  The 
new  orthotic  cost  cap  represents  a  decrease  of  $250  and  does  not  include  replacement  or  repair 
costs.  Previously,  cost  caps  for  prosthetics  and  orthotics  had  been  set  at  the  same  price  of  $500, 
including  repair  and  replacement  costs.  (AB  637,  Chapter  1381, 1990  Laws,  effective  September 
26,  1990) 

EPSDT:  Brings  state  statutes  into  compliance  with  federal  OBRA-89  mandate  to  expand  EPSDT 
services  and  reimbursement.  (AB4272,  Chapter  430, 1990  Laws,  effective  July  25, 1990;  see  also 
Eligibility  and  Reimbursement) 

MCH/Managed  Care:  Requires  the  State  Director  of  Health  Services  to  develop  a  pilot  project 
to  provide  care  management  for  pregnant  women.  Authorizes  up  to  two  contracts  -  one  with  a 
publicly  sponsored  prepaid  plan  -  to  Implement  the  pilot  project.  Requires  pregnant  Medicaid 
recipients  who  enroll  or  who  have  enrolled  in  a  plan  to  remain  with  that  provider  for  the  balance 
of  the  pregnancy  and  through  the  end  of  the  sixth  month  post-partum.  A  client  may  disenroll  for 
"good  cause",  defined  as  any  of  the  following:  (1)  enrollment  violates  Medicaid  regulations;  (2) 
the  client  moves  outside  the  contractor's  service  area;  (3)  the  contractor  reduces  the  range  of 
services  it  offered  when  the  client  enrolled  (unless  the  reduction  also  occurs  in  the  Medicaid 
fee-for-service  program);  (4)  fraudulent  use  of  the  plan  by  the  client;  (5)  an  irreconcilable 
breakdown  in  the  physician-patient  relationship;  (6)  the  client  requires  services  that  are  excluded 
by  the  plan;  (7)  continued  enrollment  jeopardizes  the  client's  health;  or  (8)  the  client  cannot  gain 
access  to  necessary  medical  services  without  immediate  disenrollment.  Requires  the  director 
to  submit  reports  regarding  the  program's  accomplishments.  Law  sunsets  on  January  1,  1995. 
(AB  3223,  Chapter  1466,  1990  Laws,  effective  September  28,  1990) 


CALIFORNIA  com^mED 


ELIGIBILITY 

Claims  Processing:  (see  CA,  AB  4068,  Chapter  1552, 1990  Laws,  Administration  &  Management) 

EPSDT/Disabilitv/Prevention:  Expands  eligibility  for  the  Child  Health  Disability  Prevention  (CHOP) 
program  to  include  all  people  under  21  years  of  age  who  are  Medicaid-eligible.  (AB  4272, 
Chapter  430,  1990  Laws,  effective  July  25,  1990) 

Medically  Needy/Parenteral  Hyperalimentation  (intravenous feeding):  Expands  Medi-Cal coverage 
for  parenteral  hyperalimentation  and  related  services  to  individuals  who  require  these  services. 
This  coverage  is  based  on  the  following  standards  without  regard  to  other  eligibility  requirements: 
(1)  individuals  with  a  family  net  worth  of  under  $5,000  receive  such  services  without  charge;  (2) 
individuals  with  family  net  worth  of  between  $5,000  and  $250,000  pay  2  percent  of  the  service 
cost  for  every  $5,000  of  net  worth;  (3)  individuals  with  family  net  worth  of  over  $250,000  are 
ineligible  to  receive  these  services  through  Medi-Cal.  (AB  2592,  Chapter  833, 1 990  Laws,  effective 
September  12,  1990) 

REIMBURSEMENT 

DSH: 

Access/Provider  Contracts:  Requires  the  California  Medical  Assistance  Commission  to  consider 
Medicaid  inpatient  utilization  rates  in  negotiating  contracts  with  hospitals.  Hospitals  whose 
utilization  rates  exceed  a  standardized  rate  by  at  least  1/2  of  one  standard  deviation  are  eligible 
for  special  consideration  under  this  law.  (SB  1319,  Chapter  362,  1990  Laws,  effective  July  18, 
1990) 

Capital  Costs:  Requires  the  department  to  provide  written  confirmation  of  hospital  and  project 
eligibility  for  receiving  enhanced  reimbursement  for  capital  projects.  The  law  also  requires 
participating  hospitals  to  maintain  their  ratio  of  Medicaid  clients  to  overall  caseload,  unless  forces 
beyond  the  hospital's  control  make  meeting  such  standards  impossible.  (SB  2665,  Chapter  1310, 
1990  Laws,  effective  September  24,  1990) 

Rate  Adjustment:  Existing  law  requires  the  Department  to  develop  prescribed  outpatient 
disproportionate  provider  factors  for  each  hospital  during  the  first  quarter  of  each  year.  These 
factors  are  then  incorporated  into  specified  rate  adjustments  and  funded  contingent  on  the 
amount  provided  for  these  purposes  in  the  annual  Budget  Act.  This  law  requires  that  this  factor 
be  computed  on  an  annual  rather  than  quarterly  basis  for  payments  made  on  or  after  July  1, 
1990.   (AB  3340,  Chapter  691,  1990  Laws,  effective  September  10,  1990) 

EPSDT/Dental/Case  Management:  Places  a  $1 ,000  annual  cap  on  dental  services.  The  law  also 
authorizes  reimbursement  for  referral  case  management  services  required  to  provide  necessary 
treatment  for  problems  identified  by  an  EPSDT  screen  In  FY  1990-91.  (AB  1154,  Chapter  51, 1990 
Laws,  effective  April  17,  1990) 
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Medical  Supplies:  Requires  the  department  to  establish  estimated  acquisition  costs  (EAC)  for 
incontinence  medical  supplies  based  on  the  median  price  charged.  The  law  defines  the  median 
price  and  specifies  how  it  is  to  be  determined.  The  EAC  then  becomes  a  component  of  the 
reimbursement  rate  for  these  supplies.  Adjustments  may  be  made  for  small  volume  dealers.  The 
law  also  stipulates  upper  limits  for  the  EAC  as  well  as  requirements  for  manufacturers'  and 
suppliers'  participation  in  the  Medi-Cal  program.  (AB3573,  Chapter  456, 1990  Laws,  effective  July 
31,  1990) 

Prescription  Drugs/Formulary:  Eliminates  the  provisions  regarding  the  Medi-Cal  drug  formulary, 
which  allows  the  provision  of  prescription  drugs  without  prior  approval  if  they  are  listed  on  the 
drug  formulary,  and  authorizes  the  department  to  contract  with  drug  manufacturers  on  a  bid  or 
nonbid  basis  for  each  therapeutic  category.  The  law  also  specifies  that  these  drug  contracts  are 
exempt  from  disclosure  under  the  California  Public  Records  Act  and  that  nonbid  contracts  would 
be  exempt  from  certain  public  contract  requirements.  The  department  must  maintain  a  list  of 
drugs  for  which  contracts  have  been  executed  as  well  as  those  drugs  currently  on  the  Medi-Cal 
drug  formulary.  The  department  must  also  notify  manufacturers  in  selected  therapeutic 
categories  that  the  drug  shall  be  processed  for  deletion  from  the  Medi-Cal  list  of  contract  drugs 
if  negotiations  for  a  contract  have  not  been  entered  into  within  30  days  and  authorizes  the 
department  to  suspend  any  or  all  of  that  manufacturer's  single  source  drugs  for  a  period  of  180 
days  or  until  the  manufacturer  enters  into  negotiations.  These  deletions  and  changes  are  exempt 
from  review  by  the  Office  of  Administrative  Law  as  well  as  from  the  provisions  of  the  Administrative 
Procedure  Act. 

All  drugs  used  in  the  treatment  and  prevention  of  AIDS  will  automatically  be  included  in  the  list 
of  contract  drugs  and  be  exempt  from  the  contract  requirements.  The  department  will  also 
establish  a  list  of  "Maximum  Allowable  Ingredient  Costs  (MAIC)  for  drugs,  which  will  be  published 
in  provider  bulletins.  MAICs  already  listed  in  Title  22  of  the  state  code  will  be  included  in  the  new 
list.  The  law  specifies  the  procedure  by  which  additional  MAICs  may  be  added  to  the  list  as  well 
as  provider  notification  requirements. 

A  procedure  is  established  by  which  new  drugs  may  be  added  to  the  list  of  contract  drugs  and 
by  which  a  drug  manufacturer  may  appeal  an  adverse  decision.  The  law  also  establishes 
procedures  for  a  Medi-Cal  beneficiary  to  protest  a  decision  to  delete  or  suspend  a  drug  from  the 
list  of  contract  drugs.  The  director  must  appoint  a  Medi-Cal  Contract  Drug  Advisory  Committee 
(the  current  Medical  Therapeutics  and  Drug  Advisory  Committee  is  abolished  and  replaced  by 
this  new  committee)  to  perform  these  duties,  except  for  holding  public  meetings  for  petitions  by 
drug  manufacturers.  The  department  must  report  to  the  legislature  after  the  first  three  major 
therapeutic  categories  have  been  reviewed  and  contracts  executed.  The  report  must  include  the 
estimated  savings,  the  number  of  contracts  executed,  the  number  of  drugs  added  and  deleted 
and  the  impact  on  Medi-Cal  beneficiaries  and  providers.  Subsequent  data  on  the  new  program 
must  be  submitted  to  the  legislature  and  the  Auditor  General  by  January  1,  1991  and  every  six 
months  thereafter  in  order  for  the  state  to  determine  the  cost-effectiveness  of  the  program.  This 
data  requirement  will  remain  in  effect  until  January  1,  1993.  (AB  3573,  Chapter  456,  1990  Laws, 
effective  July  31,  1990) 


CALIFORNIA  continued 


Primary  Care  Case  Manaaement/Underserved  Areas:  Provides  one-time  interest-bearing  loans 
of  up  to  $100,000  to  a  maximum  of  three  non-profit  organizations  that  will  provide  primary  care 
case  management  services  in  counties  where  the  department  has  no  contracts  for  services.  This 
provision  expires  January  1,  1995.  The  law  also  amends  the  state  code  to  allow  alternative 
methods  of  payment  for  a  pilot  program,  including  (but  not  limited  to)  a  prospectively  negotiated 
reimbursement  rate,  fee-for-service,  retainer,  capitation  or  other  basis.  (AB  3439,  Chapter  1516, 
1990  Laws,  effective  September  29,  1990) 

Providers: 

Certification:  Authorizes  the  Department  of  Mental  Health  (DMH)  to  approve  mental  health 
facilities  serving  a  specified  portion  of  Medi-Cal  clients  and  reporting  average  per  diem  charges 
that  do  not  exceed  75%  of  charges  for  the  same  services  by  a  psychiatric  hospital.  In  addition, 
authorizes  the  DMH  to  set  lower  rates  for  these  facilities  when  required  by  HCFA.  Extends  sunset 
date  to  January  1,  1998.   (AB  3192,  Chapter  753,  1990  Laws,  effective  September  11,  1990) 

Rates:  Provides  for  automatic  reductions  in  general  appropriations  if  the  state  Director  of  Finance 
projects  reduced  revenues.  In  the  event  that  general  appropriations  are  reduced,  payments  to 
Medi-Cal  providers  are  automatically  reduced  by  the  same  percentage.  These  automatic 
reductions  may  not  exceed  4%  or  the  amount  of  a  previously  granted  COLA,  whichever  is  less. 
(AB  2348,  Chapter  458,  1990  Laws,  effective  July  31,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Claims  Processing:  Requires  the  DHS  and  the  Controller  to  develop  procedures  for  reimbursing 
designated  providers  using  electronic  transfer  of  funds.  The  DHS  is  also  required  to  make  the 
electronic  fund  transfer  service  available  to  all  interested  providers  and  to  charge  a  fee  for  this 
service.  (SB  2261,  Chapter  347,  1990  Laws,  effective  July  18,  1990) 

Eligibility  Determination/Task  Force:  Requires  the  department  to  evaluate,  in  conjunction  with 
representatives  of  Medi-Cal  clients  and  providers,  current  eligibility  determination  procedures  and 
forms  and  develop  proposals  to  simplify  the  process.  (AB  4068,  Chapter  1552,  1990  Laws, 
effective  September  29,  1990) 

Nursing  Homes:  Authorizes  the  Department  of  Health  Services  (DHS)  to  provide  onsite  technical 
assistance  at  the  request  of  nursing  homes  in  temporary  receivership.  This  technical  assistance 
is  also  available  at  the  request  of  operators  whose  facilities  are  at  risk  of  abruptly  closing. 
Technical  assistance  may  include,  but  not  be  limited  to:  staff  training  and  personnel  management; 
rate  adjustment  applications  and  appeals;  administrative  practices  and  procedures;  fiscal  manage- 
ment; and  licensing  regulations  and  review  procedures.  Under  previous  law,  the  DHS  was 
required  to  provide  such  technical  assistance.  (AB  1871,  Chapter  1385,  1990  Laws,  effective 
September  26,  1990) 


CALIFORNIA 
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Prescription  Drugs: 


Contracts:  Requires  the  department  to  report  to  the  Auditor  General  by  September  1,  1990  on 
the  number  of  exclusive  and  nonexclusive  contracts  entered  into  for  the  purchase  of  prescription 
drugs,  supplies  and  equipment  under  the  Medi-Cal  program.  The  law  also  requires  the  Auditor 
General  to  conduct  a  study  on  the  Medi-Cal  drug  formulary  and  prescription  drug  program  and 
the  price  of  drugs  purchased  by  Medi-Cal.  The  results  of  this  study  are  due  to  the  legislature  by 
March  1,  1991.  Under  this  law,  the  Auditor  General  is  prohibited  from  spending  more  than 
$145,000  for  the  study  and  indicates,  if  projected  expenditures  exceed  this  amount,  the  priority 
in  which  the  study  will  be  completed.  (AB  4195,  Chapter  1643,  1990  Laws,  effective  September 
30,  1990;  see  also  AB  3573,  Reimbursement) 

Drug  Formulary:  Removes  authorization  allowing  the  DHS  to  adopt  emergency  regulations  to 
add  or  delete  drugs  from  the  Medi-Cal  drug  formulary.  Encourages  broader  public  review  of 
regulations  concerning  drug  coverage  for  Medi-Cal  clients.  (AB  2720,  Chapter  375,  1990  Laws, 
July  19,  1990) 

Reimbursement  Audits/Utilization:  Requires  annual  audits  of  utilization  data  used  to  calculate 
equalization  payment  amounts  and  documentation  of  the  audit  findings  to  manufacturers.  The 
law  further  permits  manufacturers  to  substitute  certain  specified  information  in  its  request  to  the 
DHS  for  inclusion  on  the  list  of  contract  drugs.  The  law  also  deletes  provisions  concerning 
manufacturer's  best  price  bid  to  conform  with  new  laws  relating  to  contracting  provisions  for 
prescription  drugs.  (SB  1218,  Chapter  1694,  1990  Laws,  effective  September  30,  1990) 


MEDICAID-RELATED  STRATEGIES 

LTC  Insurance/Demonstration  Project:  Establishes  the  "California  Partnership  for  Long-Term 
Care"  pilot  program  to  link  private  long-term  care  insurance  and  health  care  service  plan  contracts 
covering  long-term  care  with  the  In-Home  Supportive  Services  programs  and  Medi-Cal.  Under 
this  program,  specified  in-home  and  supportive  services,  as  well  as  certain  Medicaid  benefits,  will 
be  provided  to  purchasers  of  state-certified  insurance  policies  and  health  care  services  plan 
contracts  who  exhaust  the  long-term  care  benefits  of  these  insurance  policies  and  contracts. 
Certified  plans  and  contracts  must  contain: 

-  individual  case  management  by  a  coordinating  entity  designated  or  approved  by  the 
department; 

»•  benefits  which  meet  minimum  standards  set  by  the  department; 

-  protection  against  loss  of  benefits  due  to  inflation;  and 

•■  a  record  keeping  system  including  an  explanation  of  benefit  report  on  insurance  payments 

or  benefits  which  count  toward  Medicaid  resource  exclusion. 
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In  addition,  the  plans  must  also  be  approved  by  the  State  Department  of  Insurance  and  must 
comply  with  any  other  state  regulations  pertaining  to  long-term  care  insurance  or  health  service 
plan  contracts.  An  advisory  task  force  comprised  of  executive  and  legislative  members  will 
provide  advice  and  assistance  in  designing  and  implementing  the  program,  and  it  will  be 
administered  by  the  DHS.  The  pilot  has  a  sunset  date  of  June  30, 1996.  (AB  4212,  Chapter  1290, 
1990  Laws,  effective  September  24,  1990) 


COLORADO 


BENEFITS  AND  COVERAGE 

Mental  Health/Developmentally  Disabled:  Defines  "rehabilitative  services"  to  include  any  medical 
or  remedial  services  recommended  by  a  physician  to  reduce  physical  or  mental  disability  and 
improve  a  client's  functional  level.  Allows  these  services  to  be  provided  by  approved  community 
mental  health  centers  and  clinics.   (SB  55,  1990  Laws,  effective  July  1,  1990) 

Technoloqy-Dependent/Cateqorically  Needy:  Repeals  sunset  provisions  and  allows  the  state 
to  continue  providing  private  duty  nursing  and  other  related  services  to  technology  dependent 
Medicaid  clients.  Existing  law  limits  utilization  of  these  services  by  requiring  clients  to  meet 
medical  necessity  criteria.  New  language  specifies  that  these  services  are  limited  to  private  duty 
nursing  and  case  management.  In  addition,  defines  categorical,  income,  and  resource  eligibility 
criteria  for  these  services.  Further  requires  physicians  to  certify  that  receipt  of  private  duty 
nursing  and  related  services  is  the  only  cost-effective  alternative  to  hospitalization.  Prohibits 
coverage  of  these  services  if  the  cost  of  private  duty  nursing  exceeds  the  cost  of  other  services 
budgeted  for  an  individual's  care  or  services  provided  in  a  non-institutional  setting  endanger  the 
individual's  s  health  and  safety.   (HB  1043,  1990  Laws,  effective  March  22,  1990) 


ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

Nursing  Homes:  Directs  the  state  to  establish  pass-through  adjustments  to  compensate  vendors 
for  the  federal  OBRA-87  compliance  costs.  Such  payments  may  not  exceed  $2.9M  in  1990  and 
$3.3M  in  1991.  Clarifies  assembly's  intent  to  cover  the  costs  of  nurse  aide  training  and  requires 
that  payments  reflecting  these  costs  be  made  on  or  before  June  30,  1990.  (SB  18,  1990  Laws, 
effective  May  17,  1990) 

Home  Health:  Provides  temporary  rate  adjustments  to  home  health  vendors  to  cover  the  costs 
of  complying  with  the  federal  OBRA-87.  Specifies  that  these  adjustments  be  made  between  July 
1,  1990  and  June  30,  1991.   Sunsets  July  1,  1991.   (SB  18,  1990  Laws,  effective  May  17,  1990) 

ADMINISTRATION  &  MANAGEMENT 

Nursing  Homes 

County  Funding:  Eliminates  clause  requiring  county  health  departments  to  pay  2  percent  of  non- 
institutional,  intermediate  nursing  home  care  provided  to  Medicaid  clients.  (SB  96,  1990  Laws, 
effective  January  1,  1991) 


COLORADO 


CONTINUED 


Nurse  Aide  Training:  Rejects  proposed  HCFA  regulations  concerning  nurse  aide  training  and 
certification  and  charges  HCFA  with  interfering  In  the  state's  efforts  to  implement  the  federal 
OBRA-87  provisions  regarding  nurse  aides.  HCFA's  current  proposal  prevents  regulation  of  nurse 
aides  by  the  State  Board  of  Nursing.  Existing  Colorado  law  directs  the  Board  to  register  nurse 
aides,  investigate  and  adjudicate  claims  against  nurse  aides  and  maintain  all  records  relating  to 
nurse  aides.  In  addition,  the  state  asserts  HCFA's  proposed  regulations  conflict  with  oral  and 
written  assurances  received  by  Colorado  that  the  state's  current  laws  regulating  nurse  aides 
comply  with  federal  requirements.  Instead,  HCFA's  proposal  requires  that  the  agency  responsible 
for  regulating  facilities  also  become  responsible  for  professional  licensing.  (HJR  1027,  adopted 
May  8,  1990) 

Prescription  Drugs/Utilization  Review:  Establishes  a  drug  utilization  review  process  to  assure 
appropriate  prescribing  and  dispensing  practices.  The  law  also  establishes  a  pharmacy  advisory 
committee  to  review  recommendations  and  findings  of  the  drug  utilization  review  program  and 
to  aid  the  state  in  formulating  policies  to  address  identified  problems.  (HB  1078,  1990  Laws, 
effective  May  23,  1 990) 


MEDICAID-RELATED  STRATEGIES 
No  Changes. 


CONNECTICUT 


BENEFITS  AND  COVERAGE 

Substance  Abuse/Outpatient  Services:  Requires  the  Department  of  Income  Maintenance  (DIM) 
to  assess  the  feasibility  of  expanding  Medicaid  coverage  to  include  outpatient  substance  abuse 
treatment  services.  Report  to  the  legislature  is  due  January  1,  1991.  (SB  342,  Public  Act  90- 
134,  1990  Laws,  effective  July  1,  1990) 


ELIGIBILITY 

EPSDT:  Extends  program  eligibility  to  children  between  the  ages  of  5  and  9  whose  family 
incomes  are  below  the  poverty  level.  (SB  342,  Public  Act  90-134,  1990  Laws,  effective  January 
1,  1991) 

MCH:  Authorizes  a  presumptive  eligibility  process  on  a  pilot  basis  in  one  district  office,  beginning 
June  1 , 1 991 .  Further  specifies  that  presumptive  eligibility  decisions  must  be  available  statewide 
by  September  1,  1991.  (SB  342,  Public  Act  90-134,  1990  Laws,  effective  July  1,  1990) 

QMBs:  Extends  program  eligibility  to  elderly  and  disabled  individuals  who  would  be  eligible  to 
receive  SSI  benefits  except  for  income  and  who  have  incomes  below  100%  of  the  federal  poverty 
level.   (SB  342,  Public  Act  90-134,  1990  Laws,  effective  January  1,  1991) 


REIMBURSEMENT 

ICFs:  Shortens  the  previously  enacted  two  year  period  of  reduced  rates  for  intermediate  care 
facilities  (ICFs)  to  one  year.  Maintains  the  two  year  reduction  for  nursing  homes  and  certain 
chronic  hospitals.   (SB  365,  Public  Act  90-176,  1990  Laws,  effective  July  1,  1990) 

Nursino  Homes:  Authorizes  the  DIM  to  set  rates  for  self-pay  patients  in  nursing  homes  that 
terminate  participation  in  the  Medicaid  program.  (HB  5661,  Public  Act  90-217,  1990  Laws, 
effective  June  6,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Nursing  Homes 

Patient  Rights:  Establishes  procedures  nursing  homes  must  follow  to  terminate  Medicaid 
participation.  Allows  the  DIM  to  negotiate  limited  provider  agreements  for  up  to  90  days  of  service 
after  termination.  Nursing  homes  must  post  signs  informing  patients  whether  the  facility 
participates  in  Medicaid  and  Medicare.  (HB  5661,  Public  Act  90-217,  1990  Laws,  effective  June 
6,  1990) 


CONNECTICUT 


CONTINUED 


Preadmission  Screening:  Moves  responsibility  for  pre-screening  state-funded  long-term  care 
clients  from  the  DIM  to  the  Department  on  Aging.  The  DIM  continues  to  administer  its  Pre- 
Admission  Screening/Community  Based  Services  program  for  Medicaid  clients.  (SB  498,  Public 
Act  90-182,  1990  Laws,  effective  July  1,  1990) 

Third  Party  Liability/Recovery:  Allows  the  DIM  to  assign  its  right  to  subrogation  or  its  entitlement 
to  benefits  to  a  designee  or  health  care  provider  participating  in  the  Medicaid  program  to  assist 
the  provider  in  obtaining  payment  for  services  rendered.  If  a  health  care  provider  receives  such 
an  assignment,  the  provider  must  notify  the  insurer  of  payment  due.  Failure  to  notify  the  insurer 
will  render  the  provider  ineligible  for  payment  from  the  DIM.  In  addition,  extends  the  DIM's 
subrogation  rights  to  policies  held  by  legally  liable  relatives  of  Medicaid  clients.  (HB  5996,  Public 
Act  90-283,  1990  Laws,  effective  June  8,  1990) 


MEDICAID-RELATED  STRATEGIES 

COBRA  Coverage:  Authorizes  Medicaid  coverage  for  employed  individuals  whose  conditions 
prevent  access  to  health  insurance  under  an  employer's  group  health  insurance  plan  and  who 
would  otherwise  be  Medicaid-eligible.  This  provision  is  contingent  upon  available  funding.  For 
chronically-ill  and  disabled  individuals  who  are  no  longer  employed,  the  commissioner  may  use 
Medicaid  funds  to  pay  the  client's  share  of  an  employer-sponsored  health  insurance  plan.  (SB 
342,  Public  Act  90-134,  1990  Laws,  effective  July  1,  1990) 

Disabled/Case  Manaoement:  Requires  the  commissioner  of  income  maintenance  to  expand 
existing  waiver  providing  case  management  services  to  125  disabled  adults  and  children  in  the 
community.  Current  waiver  provides  these  services  to  50  clients.  (SB  342,  Public  Act  90-134, 
1990  Laws,  effective  July  1,  1990). 


DELAWARE 


BENEFITS  &  COVERAGE 

No  Changes. 

ELIGIBILITY 

MCH:  Brings  eligibility  standards  for  pregnant  women  and  children  under  age  six  into  compliance 
with  the  provisions  of  the  federal  OBRA-89.  (SB  500,  Chapter  281,  1990  Laws,  effective  July  1, 
1990) 

QMBs:  Brings  eligibility  standards  for  QMBs  into  compliance  with  the  federal  MCCA  of  1988.  (SB 
500,  Chapter  281,  1990  Laws,  effective  July  1,  1990) 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 


DISTRICT  OF  COLUMBIA 


BENEFITS  &  COVERAGE 

No  Changes. 

ELIGIBILITY 

MCH:  Increases  eligibility  standards  for  pregnant  women  and  infants  to  185%  of  the  federal 
poverty  level  and  for  children  up  to  age  8  to  100%  of  the  poverty  level. 


REIMBURSEMENT 

Hospitals:  Makes  hospital  reimbursement  policy  for  non-prospective  payment  system  hospitals 
consistent  with  the  system  established  under  Medicare  TEFRA  rules. 

MCH:  Increases  reimbursement  rates  for  obstetrical  services  by  50%,  effective  April  1,  1990. 

Nursing  Homes:  Imposes  ceilings  on  reimbursement  for  routine  and  support  costs,  as  well  as 
nursing  costs,  effective  August  1990. 


ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

AIDS/lnsurance  Assistance:  Authorizes  new  locally  funded  program  to  purchase  insurance  for 
individuals  diagnosed  with  AIDS  who  have  access  to  employer-sponsored  coverage  or  who  are 
self-employed,  effective  February  1991. 


FLORIDA 


BENEFITS  &  COVERAGE 

Covered  Services:  Authorizes  Medicaid  coverage  for  all  services  authorized  under  OBRA-86, 
OBRA-87  and  OBRA-89  and  funded  by  the  1990-1991  Appropriations  Act.  (HB  3703,  Chapter  90- 
340,  1990  Laws,  effective  July  1,  1990)  Brings  Medicaid  program  into  compliance  with  OBRA- 
89,  including  expanded  coverage  for  private  duty  nursing,  transplants,  therapies,  durable  medical 
equipment  (DME),  SNF  under  21  services,  personal  care  and  certain  hospital  services.  In 
addition,  exempts  counties  from  contributing  toward  the  cost  of  this  expansion.  (HB  1209, 
Chapter  90-295,  1990  Laws,  effective  October  1,  1990) 

Outpatient  Services:  Caps  adult  outpatient  services  at  $1,000  per  year.  (HB  1209,  Chapter  90- 
295,  1990  Laws,  effective  July  3,  1990) 


ELIGIBILITY 

Children:  Expands  Medicaid  eligibility  for  children  between  ages  1  and  6,  whose  family  incomes 
are  less  than  133  1/3%  of  the  federal  poverty  level.  (HB  3703,  Chapter  90-340,  1990  Laws, 
effective  October  1,  1990).  Another  law  extends  Medicaid  coverage  to  children  whose  family 
incomes  are  up  to  100%  of  the  poverty  level  and  who  are  age  7  beginning  on  October  1,  1990 
or  who  are  age  8  beginning  October  1,  1991  and  exempts  counties  from  contributing  to  the  cost 
of  expanding  Medicaid  eligibility  for  these  children.  (HB  1209,  Chapter  90-295,  1990,  effective 
July  1,  1990) 


REIMBURSEMENT 

DSH:  Allows  certain  teaching  hospitals  serving  high  volumes  of  Medicaid  clients  to  deduct 
assessments  determined  by  the  Health  Care  Cost  Containment  Board  from  any  disproportionate 
share  payment  due  the  hospital.  The  law  also  authorizes  disproportionate  share  payments  from 
the  Public  Medical  Assistance  Trust  Fund  to  qualified  hospitals  and  caps  Medicaid  per  diem 
increases  due  to  disproportionate  share  at  60%.  (HB  3703,  Chapter  90-340,  1990  Laws,  effective 
July  1,  1990) 

LTC/Studies:  Directs  DHRS  to  evaluate  the  long-term  care  reimbursement  plan  and  its 
effectiveness  for  containing  costs  and  supporting  high-quality  nursing  homes.  The  study  will 
focus  on  cost  differentials  due  to  geographic  location.  Findings  are  due  by  February  1,  1992. 
(HB  1209,  Chapter  90-295,  1990  Laws,  effective  July  3,  1990) 

Physicians 

MCH:  Increases  rates  for  physicians  who  provide  total  obstetric  care.  Minimum  rates  for  low- 
and  high-risk  patients  are  $1,000  and  $1,600  per  delivery,  respectively.  (HB  1209,  Chapter  90- 
295,  1990  Laws,  effective  October  1,  1990) 


FLORIDA 


Pathology/Radiology:  Funds  fourth  year  of  five  year  plan  to  increase  physician  fees.  Requires 
that  radiology  and  pathology  rates  be  equal  to  or  greater  than  the  1986  Medicare  Area  B  50th 
percentile.   (HB  3701,  Chapter  90-209,  1990  Laws,  effective  July  1,  1990) 

Nursing  Homes:  Provides  guidelines  for  establishing  a  Medicaid  reimbursement  plan  for  setting 
nursing  home  rates.  Authorizes  interim  rate  adjustments  to  reflect  nursing  shortages  faced  by 
rural  nursing  homes.   (HB  2045,  Chapter  90-125,  1990  Laws,  effective  June  21,  1990) 

Rates/Studies:  Requires  the  Department  of  Health  and  Rehabilitative  Services  (DHRS),  contingent 
on  available  funding,  to  conduct  a  five  year  study  of  all  Medicaid  rates.  The  study  must  include 
a  comparison  of  Florida  Medicaid  rates  to  rates  paid  by  other  states,  to  rates  paid  by  private 
insurers  and  to  geographic  cost-of-living  differentials.  In  addition,  the  study  must  review  methods 
for  calculating  variable  rates  based,  among  other  things,  on  volume,  provider  size  and  billing 
procedures.  Provides  guidelines  for  study  by  scheduling  annual  provider  rate  reviews.  Reports 
due  on  scheduled  provider  groups  beginning  February  1 ,  1 991 .  (HB  1 209,  Chapter  90-295,  1 990 
Laws,  effective  July  3,  1990) 

Transportation:  Increases  rates  for  emergency  transportation  by  replacing  existing  rate  structure 
consisting  of  base  rate  plus  mileage  for  each  one-way  trip.  New  flat  rate  schedule  is  $573  for  air 
services,  $190  for  advanced  life  support  ground  services,  and  $136  for  basic  life  support  ground 
services.  Funds  rate  increases  using  Emergency  Medical  Services  Trust  Fund.  (HB  61 9,  Chapter 
90-284,  1990  Laws,  effective  January  1,  1991) 


ADMINISTRATION  &  MANAGEMENT 

Emergency  Services/Studies:  Requires  DHRS  to  investigate  and  prepare  a  report  on  the  potential 
use  of  federal  funds  to  support  a  trauma  system.  Report  and  any  legislation  required  to 
implement  a  new  financing  scheme  due  by  January  1,  1991.  (HB  619,  Chapter  90-284,  1990 
Laws,  effective  October  1,  1990) 

Guardian:  Allows  an  individual  to  designate  a  surrogate  to  make  health  care  decisions  in  the 
event  the  individual  becomes  incapacitated.  Such  decisions  include  the  decision  to  apply  for 
public  benefits.  This  surrogate  program  is  intended  as  an  alternative  to  guardianship.  (SB  748, 
Chapter  90-232,  1990  Laws,  effective  October  1,  1990) 

ICFs:  Delays  publication  of  projected  ICF  bed  need  until  after  December  13, 1990.  Also  requires 
the  DHRS  to  make  recommendations  for  further  limiting  ICF  bed  need  and  to  address  the 
consequences  of  implementing  such  limitations.  (HB  3703,  Chapter  90-340, 1990  Laws,  effective 
July  1,  1990) 

Licensure/Rural  Hospitals:  Authorizes  licensure  of  rural  primary  care  hospitals  for  participation  In 
the  Medicaid  program.    (HB  1209,  Chapter  90-295,  1990  Laws,  effective  July  3,  1990) 


FLORIDA    CONTINUED 


Prescription  Drugs/Formulary/Studies:  Establishes  a  Medicaid  prescribed  medicine  policy 
commission  charged  with  reviewing  all  existing  prescribed  medicine  policies  relating  to  Medicaid 
reimbursement.  A  report  was  due  to  the  Legislature  by  March  1,  1991.  (HB  3701,  Chapter  90- 
209,  1990  Laws,  effective  July  1,  1990) 

Substance  Abuse/Mental  Health:  Requires  design  and  implementation  of  a  data  collection 
initiative  to  be  used  for  negotiating  performance-based  service  contracts.  (HB  3703,  Chapter  90- 
340,  1990  Laws,  effective  October  1,  1990) 

Third  Party  Liability:  Clarifies  legislative  intent  regarding  third  party  liability  enforcement  by 
Medicaid.  Includes  provisions  for  recovery  of  payment,  assignment  of  benefits,  and  attachment 
of  liens,  where  necessary.  Requires  cooperation  of  insurers,  HMOs  and  prepaid  health  clinics. 
(SB  748,  Chapter  90-232,  1990  Laws,  effective  October  1,  1990) 

Voluntan/  Contributions/Task  Force:  Creates  a  task  force  to  study  county  contributions  to  the 
Medicaid  program  and  assist  counties  in  budgeting  for  and  promptly  paying  these  expenses. 
In  addition,  requests  recommendations  for  developing  funding  sources  for  indigent  care. 
Findings  and  recommendations  of  the  task  force  are  due  to  the  Legislature  and  Governor  by 
February  1,  1991.   (SB  748,  Chapter  90-232,  1990  Laws,  effective  October  1,  1990) 


MEDICAID-RELATED  STRATEGIES 

Access/Research  Trust  Fund:  Establishes  the  Medicaid  Research  and  Development  Trust  Fund 
to  finance  DHRS  projects  regarding  the  development  of  coordinated  care  programs,  cost 
containment,  provider  training  and  provider  recruitment.  Requires  studies  in  FY1 990-1 991  in  the 
following  areas:  adequacy  of  rates,  coordination  of  Medicaid  with  school-based  health  insurance, 
use  of  Medicaid  claims  payment  system  to  implement  coverage  for  the  uninsured  and 
development  of  care  programs  for  high-risk  clients,  particularly  babies  born  to  drug  addicted 
parents.  Provides  funds  for  this  trust  through  private  contributions,  prescription  drug  rebates 
and  cost  containment  recoveries.  (HB  1209,  Chapter  90-295,  1990  Laws,  effective  July  3,  1990) 

Health  Professions  Education/Access: 

Nurses:  Expands  Nursing  Student  Loan  Forgiveness  Program  to  include  loans  received  from 
state-funded  programs.  Requires  participants  to  have  graduated  and  received  Florida  licensure 
or  certification.  Increases  schedule  of  payments  to  retire  75%  of  the  loan  following  the  third 
completed  year  of  nursing  service.  Caps  annual  payment  at  $4,000  per  program  participant. 
Authorizes  expenditures  for  program  administration  from  program  trust  fund.  (HB  1209,  Chapter 
90-295,  1990  Laws,  effective  July  3,  1990) 

Physicians/Mid-Level  Practitioners:  Clarifies  the  types  of  medical  and  nursing  students, 
including  primary  care  physicians  and  certain  mid-level  practitioners,  who  are  eligible  for  the 
state's  Medical  Education  Reimbursement  and  Loan  Repayment  Program.  Caps  payments  to 
eligible  medical  professionals,  but  expands  the  types  of  reimbursable  costs  to  include:  books, 
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FLORIDA    CONTINUED 


laboratory  and  other  fees  and  living  expenses.  Opens  program  to  applicants  who  are  currently 
completing  medical  residencies  or  certifications.  Requires  program  participants  to  accept 
Medicaid  reimbursement.  Authorizes  use  of  program  funds  as  matching  funds  for  federal  loan 
repayment  programs.   (HB  1209,  Chapter  90-295,  1990  Laws,  effective  July  3,  1990) 

Prescription  Drugs/Pilot  Program:  Provides  for  a  pilot  program  to  analyze  expenditures  and 
performance  outcomes  associated  with  the  drug,  clozapine.  Reports  on  the  findings  were  due 
to  the  Legislature  by  December  15,  1990  and  again  on  March  15,  1991.  (HB  3701,  Chapter  90- 
209,  1990  Laws,  effective  July  1,  1990) 


GEORGIA 


BENEFITS  &  COVERAGE 

Mental  Health:  Advises  the  state  Board  of  Medical  Assistance  to  restore  Medicaid  coverage  of 
psychological  sen/ices  for  clients  age  21  and  older.  Cost  containment  efforts  introduced  in  1988 
discontinued  this  coverage.  Advises  Board  to  develop  other  methods  for  reducing  Medicaid 
costs  for  covering  psychological  services.  (SR  217,  adopted  March  1,  1990) 

Nursing  Homes/Swing  Beds:  Begins  coverage  of  swing  bed  services  on  January  1, 1990.  Bases 
reimbursement  on  statewide  average  per  diem  rates  paid  to  SNFs  for  routine  services  that  were 
furnished  in  the  previous  year. 

Prescription  Drugs:  Provides  immediate  coverage  for  prescription  drugs  when  the  manufactur- 
er or  distributor  negotiates  a  price  rebate  agreement  with  Medicaid.  Requires  that  all  other 
prescription  drugs  be  reviewed  and  approved  by  the  Department  before  being  added  to  the  list 
of  covered  drugs.  Bases  approval  for  coverage  on  each  product's  effectiveness,  cost,  medical 
necessity  and  safety.  Reflects  changes  mandated  by  the  federal  OBRA-90.  For  more  on  rebates, 
see  below.  (HB  577,  Act  1396,  1990  Laws,  effective  July  1,  1990) 


ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

Hospitals:  Beginning  on  January  1, 1990,  FY87  hospital  cost  reports  are  used  to  determine  each 
hospital's  prospective  per  case  rate.  In  addition,  the  Department  changed  the  standard  inflation 
factor  used  to  adjust  operating  costs  from  4%  per  year  to  variable  rates  for  1987  through  the  first 
quarter  of  1991. 

Nursing  Homes:  Uses  the  1 989  cost  report  as  the  basis  for  computing  rates.  In  addition,  uses 
9.1%  as  the  overall  growth  allowance  in  rate  computation  and  increases  the  allowance  paid  to 
facilities  for  certain  equipment  from  $0.75  to  $1.02. 

Prescription  Drugs/Rebates:  Authorizes  the  Department  of  Medical  Assistance  (DMA)  to  negotiate 
rebate  agreements  for  all  prescription  drugs  covered  by  Medicaid.  These  rebates  are  payable 
by  the  pharmaceutical  companies  or  distributors.  Requires  manufacturers  who  fail  to  negotiate 
or  renew  rebate  agreements  to  provide  information  on  discount  pricing  arrangements  used  by 
other  purchasers.  Authorizes  the  Department  to  establish  rebates  based  on  this  pricing 
information.  The  law  also  authorizes  the  DMA  to  establish  and  collect  fees  from  prescription 
drug  manufacturers  for  the  purpose  of  determining  whether  the  costs  of  new  drugs  should  be 
reimbursed  by  Medicaid.    (HB  577,  Act  1396,  1990  Laws,  effective  July  1,  1990) 


GEORGIA  comiNUED 


ADMINISTRATION  &  MANAGEMENT 

Hospitals:  Replaces  hospital  specific  utilization  allowances  with  Preadmission  Review  Program 
beginning  March  1,  1990. 

Third-Party  Liability:  Prohibits  the  DMA  from  either  collecting  or  paying  interest  on  orders, 
judgments,  and  other  amounts,  unless  required  by  federal  or  state  law.  (HB  1541,  Act  748, 1990 
Laws,  effective  March  8,  1 990) 

Reoulations/Rules  Changes:  Withdraws  the  DMA's  previous  exemption  from  administrative 
procedures  for  promulgating  regulations.  With  the  exception  of  federally  mandated  changes, 
DMA  rules  changes  must  follow  the  administrative  process,  including  notice,  comment,  hearings 
and  appeals.   (HB  1053,  Act  1299,  1990  Laws,  effective  April  11,  1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


HAWAII 


BENEFITS  &  COVERAGE 

Personal  Care  Services:  Restructures  the  cap  on  expenditures  for  personal  care  services.  Limits 
total  expenditures  for  the  personal  care  program  to  75%  of  Medicaid's  costs  for  maintaining  the 
same  clients  at  an  appropriate  institutional  level  of  care.  Previously,  expenditures  were  capped 
on  an  individual  basis  and  limited  to  65%  of  the  average  monthly  Medicaid  cost  for  a  SNF  or  ICF 
resident.   (HB  2908,  Act  145,  1990  Laws,  effective  June  15,  1990) 


Children:  Brings  eligibility  standards  for  children  under  age  6  into  compliance  with  the  federal 
OBRA-89.    (HB  3357,  Act  202,  1990  Laws,  effective  July  1,  1990) 

Medically  Needy:  Establishes  the  income  eligibility  standard  for  the  medically  needy  at  133%  of 
the  assistance  allowance.   (HB  3357,  Act  202,  1990  Laws,  effective  July  1,  1990) 

Spousal  Impoverishment:  Brings  State  law  regarding  resources  of  community  spouses  into 
compliance  with  the  federal  MCCA  of  1988.  Allows  institutionalized  spouses  to  contribute  toward 
the  support  of  their  community  spouses  and,  as  a  result,  enabling  the  community  spouse  to 
maintain  the  maximum  monthly  income  allowed  under  federal  laws  and  regulations.  (SB  2617, 
Act  322,  1990  Laws,  effective  October  1,  1990) 


REIMBURSEMENT 

Inpatient  Services:  Provides  supplemental  funding  for  inpatient  care  to  compensate  providers 
for  a  shortfall  in  federal  Medicare/Medicaid  funding  for  such  services.  Withdraws  this 
supplemental  funding  in  the  event  it  jeopardizes  Medicaid  FFP.  (SB  2794,  Act  291,  1990  Laws, 
effective  July  1,  1990) 

Studies:  Requests  the  DHS  to  conduct  a  study  comparing  Medicaid  covered  services  and 
reimbursement  rates  to  those  services  and  rates  covered  and  paid  by  private  insurers.  Requests 
that  the  study  focus  specifically  on  services  and  rates  as  they  affect  cost-containment  efforts. 
Report  due  20  days  before  the  1991  legislative  session  begins.  (HR  150  &  HCR  136, 1990  Laws, 
adopted  April  16,  1990  and  April  26,  1990,  respectively) 


ADMINISTRATION  &  MANAGEMENT 

Eligibility  Determination: 

Application  Forms:  Directs  the  Department  of  Human  Services  (DHS)  to  shorten  the  public 
assistance  application  form,  especially  the  Medicaid  section.  In  addition,  requests  that  DHS 
design  a  separate  and  shortened  food  stamp  application  form.  Drafts  of  both  forms  due  20  days 
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HAWAII 


CONTINUED 


before  the  1991  legislative  session  begins.  (HR  162  &  HCR  148,  1990  Laws,  adopted  April  17, 
1990  and  April  27,  1990,  respectively) 

Home  Counselors:  Directs  the  Department  of  Health  to  reinstate  contracts  providing  home 
counselors  to  assist  individuals  in  establishing  eligibility  for  Medicaid  and  third-party  benefits. 
(SR  28,  1990  Laws,  adopted  April  9,  1990) 

Provider  Relations/Information  Hotline:  Installed  a  "Medicaid  Hotline"  to  answer  inquiries  from 
providers,  as  well  as  the  general  public,  concerning  Medicaid-related  issues. 

Studies/Revenue  Maximization:  Requires  Medicaid  to  improve  its  ability  to  maximize  federal 
funding  for  the  program.  Requests  development  of  a  strategic  plan  to  pursue  additional  revenue 
based  on  the  findings  of  the  Legislative  Auditor.  This  plan  must  include  efforts  to  improve 
interagency  coordination,  open  the  administrative  process  to  outside  groups,  and  enhance  the 
existing  Medicaid  management  information  system.  Report  due  to  the  Legislative  Auditor  by 
October  31,  1990.  (HR  154,  HCR  140  &  SCR  130,  1990  Laws,  adopted  April  17,  1990,  May  4, 
1990  and  April  27,  1990,  respectively) 


MEDICAID-RELATED  STRATEGIES 

Perinatal  Care/Pilot  Project:  Implements  first  year  of  a  three  year  project  to  improve  access  to 
prenatal  care,  promote  early  and  comprehensive  prenatal  care  and  increases  physician  and 
midwife  participation  in  the  Medicaid  program. 

Studies:  Appoints  panel  to  study  the  financial  and  economic  dynamics  of  the  state's  health  care 
industry.  Requires  study  to  focus  specifically  on  health  care  financing  and  the  impact  of  federal 
financing  programs  such  as  Medicare  and  Medicaid.  The  panel  will  also  examine  a  variety  of 
financing  strategies  as  they  affect  a  range  of  provider  types  and  recommend  cost-containment 
strategies.  Preliminary  findings  due  20  days  before  the  1991  legislature  convenes;  final  report 
due  20  days  before  1992  legislative  session  begins.  (SR  127  &  SB  2794,  Act  291,  1990  Laws, 
adopted  April  27,  1990  and  effective  July  1,  1990,  respectively) 


IDAHO 


BENEFITS  &  COVERAGE 

No  Changes. 

ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

Personal  Care  Services:  Integrates  personal  care  sen/ices  and  the  long-term  care  system  and 
provides  details  regarding  the  goals  of  the  personal  care  program.  In  addition,  further  defines 
clients  of  the  program  and  emphasizes  the  involvement  of  the  client's  family.  Establishes  more 
detailed  standards  for  personal  care  providers  and  introduces  case  management  services. 
Requires  regional  Medicaid  staff  to  participate  in  the  development  of  care  plans,  authorize 
services  and  make  referrals  for  case  management.  In  addition,  requires  regional  staff  to  conduct 
personal  interviews  with  each  program  participant.  Establishes  a  community-awareness  program 
to  inform  state  residents  of  long-term  care  alternatives,  including  personal  care  and  patient  rights. 
Requires  background  checks  for  all  providers  and  authorizes  the  Department  to  require  provider 
training.  Prohibits  payment  to  patients'  family  members  for  providing  personal  care  services. 
Authorizes  a  uniform  rate  for  personal  care  providers  based  on  rates  paid  to  nursing  home 
employees  and  provides  for  a  supplemental  rate  component  to  cover  certain  administrative 
expenses.   (SB  1377,  Chapter  326,  1990  Laws,  effective  April  9,  1990) 


ILLINOIS 


BENEFITS  &  COVERAGE 

MCH:  New  policy  requires  that  physicians  providing  prenatal  care  have  hospital  delivery 
privileges  or  written  agreements  with  physicians  who  do  have  these  privileges,  (by  administra- 
tive rule  140:413,  adopted  October  1990) 

Optional  Services: 

Employment  &  Training  Programs/Dental/Vision:  Requires  Medicaid  coverage  of  dental 
services  and  eyeglasses  for  participants  in  education,  training  or  employment  programs.  (HB 
3164,  PA  86-1457,  1990  Laws,  effective  December  12,  1990) 

Mammography:  Requires  Medicaid  coverage  of  mammography  for  Medicaid-eligible  women 
age  35  or  older.  Establishes  periodicity  schedule  for  these  screenings.  (SB  1881,  PA  86-1432, 
1990  Laws,  effective  January  1,  1991.) 


ELIGIBILITY 

AIDS:  Sets  minimum  asset  disregard  for  applicants  who  have  been  diagnosed  with  AIDS  or  ARC. 
New  minimum  equals  the  SSI  asset  disregard  or  $2,000  for  an  individual  and  $3000  for  a  married 
couple.   (HB  3748,  PA  86-1347,  1990  Laws,  effective  September  7,  1990) 

Children/Assistance  Standards:  Establishes  winter  clothing  allowance  for  school  age  children  to 
be  reflected  in  the  public  aid  standards.  (HB  3164,  PA  86-1457, 1990  Laws,  effective  December 
12,  1990) 


Case  Management:  Establishes  a  program  of  case  management  services,  "Families  with  a 
Future,"  for  pregnant  women  and  infants  up  to  age  1.  Represents  a  joint  venture  by  the  DPA 
and  the  Department  of  Public  Health,  (by  Department  of  Public  Health  administrative  rule  630:220, 
630:230) 

Presumptive  Eligibility:  Requires  the  DPA  to  administer  a  presumptive  eligibility  program  for 
pregnant  women.  Previous  law  had  made  this  coverage  optional.  (HB  3164,  PA  86-1457,  1990 
Laws,  effective  December  12,  1990) 

Standards:  Brings  eligibility  standards  for  pregnant  women  and  children  up  to  age  6  into 
compliance  with  the  federal  OBRA-89.  Filed  in  1989,  but  approved  in  1990.  (HB  745,  PA  86- 
1031,  1989  Laws,  effective  April  1,  1990) 

MCCA/Spousal  Impoverishment:  Codifies  countable  income  and  assets  provisions  included  in 
the  federal  Medicare  Catastrophic  Care  Act  of  1989.   Requires  the  DPA  to  notify  current  Medi- 


ILLINOIS 


CONTINUED 


caid  recipients  who  are  institutionalized  and  their  spouses  of  these  changes.   (HB  3164,  PA  86- 
1457,  1990  Laws,  effective  December  12,  1990) 

MCCA/Transfer  of  Assets:  Codifies  transfer  of  assets  provisions  included  in  the  federal  Medicare 
Catastrophic  Care  Act  of  1989.  (HB  3164,  PA  86-1457, 1990  Laws,  effective  December  12, 1990) 


REIMBURSEMENT 

Nursing  Homes: 

Food  Services:  Allows  nursing  home  rates  to  reflect  the  cost  of  operating  fully  kosher  kitchens 
and  food  services.  Establishes  maximum  add-on  of  $.50  per  patient  per  day  when  at  least  60% 
of  the  nursing  home's  residents  request  kosher  meals.  Requires  the  DPA  to  establish  an 
application  process  for  qualifying  for  this  rate  add-on.  (HB  3755,  PA  86-1 464, 1 990  Laws,  effective 
July  1,  1991) 

Nursing  Costs:  Provides  a  rate  add-on  of  $1.36  to  compensate  facilities  for  the  costs  of 
complying  with  federal  OBRA  requirements.  This  add-on  remains  in  effect  until  after  each  facility's 
annual  quality  assessment  review.  In  addition,  introduces  six  new  scored  categories  for  these 
reviews,   (by  administrative  rule,  effective  July  1,  1990) 

Personnel:  Advises  the  DPA  to  reflect  the  recent  minimum  wage  increase  in  setting  nursing 
home  reimbursement  rates.   (SR  940,  adopted  June  13,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Expedited  Applications:  Requires  expedited  processing  of  applications  submitted  by  individuals 
scheduled  for  release  from  Department  of  Corrections  facilities.  (HB  3164,  PA  86-1457,  1990 
Laws,  effective  December  12,  1990) 


MEDICAID-R ELATED  STRATEGIES 

Optional  Services/Care  Coordination:  Authorizes  the  Department  of  Public  Aid  (DPA)  to  contract 
with  partnerships  of  medical  providers  to  arrange  services  for  clients.  Specifies  that  implementa- 
tion may  be  limited  to  demonstration  programs  for  selected  geographic  areas.  Contracted 
partnerships  must  offer  at  a  minimum  physician  services,  including  prenatal  and  obstetrical  care, 
inpatient  and  outpatient  hospital  care,  home  health  services  and  substance  abuse  treatment 
services.  Provides  for  financial  incentives  to  individual  physicians  and  partnerships  to  encourage 
the  development  of  this  project.  Authorizes  medical  and  case  management  services  through 
these  partnerships  that  go  beyond  the  scope  typically  offered  by  Medicaid.  Instructs  the  DPA  to 
obtain  the  necessary  waivers  from  HCFA  to  implement  this  project.  (HB  3748,  PA  86-1347,  1990 
Laws,  effective  September  7,  1990) 
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INDIANA 


BENEFITS  &  COVERAGE 

Nursing  Homes:  Establishes  program  of  residential  care  for  incapacitated  Medicaid  clients  who 
require  less  intensive  care  than  that  offered  by  nursing  homes.  Excludes  clients  suffering  from 
mental  illness  or  retardation.  Limits  care  to  room,  board,  and  laundry.  Provides  non-medical 
assistance  for  residents  in  this  program.   (HB  1079,  1990  Laws,  effective  March  20,  1990) 

MR/DP:  Allows  the  Department  of  Public  Welfare  (DPW)  to  contract  with  the  Department  of 
Mental  Health  to  provide  services  to  individuals  diagnosed  with  mental  illness  or  a  developmental 
disability.  (HB  1079,  1990  Laws,  effective  March  20,  1990) 


ELIGIBILITY 

Children/Home  Health:  Repeals  requirement  that  county  department  investigations  regarding  a 
child's  eligibility  include  a  home  visit.   (HB  1217,  1990  Laws,  effective  July  1,  1990) 

MCH:  Brings  eligibility  standards  for  pregnant  women  and  children  under  age  6  into  compliance 
with  the  federal  OBRA-89.  Current  state  law  provides  for  an  additional  increase  in  the  income 
standards  for  pregnant  women  and  children  under  1  to  150%  of  the  federal  poverty  level  after 
June  30,  1991.  Prevents  the  use  of  an  assets  test  when  determining  Medicaid  eligibility  for 
children  under  6.  Previous  law  regarding  the  assets  test  was  scheduled  to  expire  on  June  30, 
1992.   (HB  1224,  1990  Laws,  effective  April  1,  1990) 

Mental  Health:  Extends  eligibility  for  residential  care  assistance  to  individuals  with  mental  illness 
diagnoses.  This  extension  is  contingent  on  the  availability  of  funds.  Requires  the  development 
of  a  comprehensive  care  plan  by  the  facility  and  the  relevant  community  mental  health  center 
within  30  days  of  placement.  The  plan  must  include  community-based  rehabilitation  services,  a 
variety  of  recreational,  social,  and  occupational  activities  and  recommendations  for  alternative 
placement  if  the  individual's  needs  are  not  met  by  the  residential  care  facility.  Restricts  the  use 
of  Christian  Science  facilities  for  these  individuals  to  licensed  facilities  only.  (HB  1112,  1990 
Laws,  effective  March  20,  1990) 


REIMBURSEMENT 

DSH:  Indexes  disproportionate  share  payments  to  amounts  specified  by  federal  law.  (HB  1171, 
1 990  Laws,  effective  March  20,  1 990) 

Mental  Health: 

ICFs:  Reduces  the  cap  on  nonmedical  assistance  payment  rates  to  50%  of  the  reimbursement 
rate  paid  to  ICFs.  (HB  1112,  1990  Laws,  effective  March  20,  1990) 


INDIANA 


Residential  Care:  Limits  assistance  for  residential  care  to  incapacitated  Medicaid  clients  who 
require  less  intensive  care  than  offered  by  nursing  homes  to  55%  of  the  average  daily 
reimbursement  rate  for  ICFs.  Establishes  a  monthly  personal  allowance  of  between  $28.50  and 
$35  and  excludes  this  amount  from  countable  income.  Prohibits  residents  from  accumulating 
this  personal  allowance  in  excess  of  applicable  assets  limits.  Allows  residents  to  retain  additional 
funds  equal  to  state  and  local  tax  liabilities  and  requires  that  these  funds  be  used  to  pay  such 
taxes.  Establishes  a  prospective  reimbursement  system  for  facilities  that  provide  residential  care 
services.  Allows  residents  who  are  employed  to  retain  a  portion  of  their  earned  income.  (HB 
1079,  1990  Laws,  effective  March  20,  1990) 

Prescription  Drugs:  Requires  a  survey  of  pharmacies  to  determine  rates  for  dispensing  fees. 
This  survey  must  include  evaluation  of  other  states'  dispensing  fees  and  HCFA  policies. 
Adjustments  to  existing  fees  will  be  based  upon  pharmacies'  operational,  professional  services 
and  overhead  costs,  as  well  as  profits.  Surveys  must  be  conducted  annually  on  October  1  and 
implementation  of  proposed  adjustments  must  begin  on  November  1  of  the  year  in  which  the 
survey  is  conducted.   (HB  1217,  1990  Laws,  effective  July  1,  1991) 


ADMINISTRATION  &  MANAGEMENT 

State  Plan:  Codifies  categorical  eligibility  requirements  of  the  Medicaid  program.  Provides 
definitions.  Codifies  services  included  in  state  plan.  (HB  1079,  1990  Laws,  effective  March  20, 
1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


IOWA 


BENEFITS  &  COVERAGE 

Transition  to  Work:  Limits  transitional  Medicaid  coverage  to  families  who  left  welfare  for  work 
prior  to  April  1,  1990.   (SB  2435,  1990  Laws,  effective  May  7,  1990) 


ELIGIBILITY 

Medically  Needv:  Increases  resource  limit  to  $10,000  for  the  medically  needy.   (SB  2365,  1990 
Laws,  effective  October  1 ,  1 990) 

Spousallmpoverishment:  Establishes  minimum  community  spouse  resource  allowance  of  $24.000 
as  permitted  by  the  federal  MCCA  of  1988.   (SB  2365,  1990  Laws,  effective  October  1,  1990) 


REIMBURSEMENT 

DSH:  Increases  by  2.5  times  the  differential  reimbursement  paid  to  disproportionate  share 
hospitals.   (SB  2435,  1990  Laws,  effective  July  1,  1990) 

ICFs:  Replaces  the  term  "ICF"  with  "nursing  facility"  as  required  by  the  federal  OBRA-87  and 
allows  rate  increases  to  reflect  the  facilities'  costs  of  complying  with  OBRA-87.  (SB  2435,  1990 
Laws,  effective  October  1 ,  1 990) 

MR/DP:  Allows  area  education  agencies  to  bill  Medicaid  for  administrative  costs  related  to 
record-keeping  and  billing  for  Medicaid-covered  special  education  services.  Caps  this 
administrative  reimbursement  at  12%  of  federal  Medicaid  reimbursement  for  the  services.  (SB 
2324,  1990  Laws,  effective  April  24,  1990) 

Providers:  Provides  rate  increases  for  the  full  range  of  providers.  (SB  2435, 1990  Laws,  effective 

July  1,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Cost  Containment:  Requires  the  DHS  to  track  and  report  savings  that  result  from  the  use  of 
HMOs  to  provide  Medicaid  services.   (SB  2435,  1990  Laws,  effective  May  7,  1990) 

Licensure:  Penalizes  any  person  who  informs  a  health  care  facility  of  a  scheduled  on-site 
inspection  or  survey.   (HB  2489,  1990  Laws,  effective  October  1,  1990) 


IOWA    COMTINUED 


Nursing  Homes: 

Spousal  Impoverishment:  Requires  the  DHS  to  assess  and  collect  daily  penalties  from  health 
care  facilities  that  do  not  comply  with  federal  laws  concerning  spousal  impoverishment.  Specifies 
that  funds  collected  as  a  result  of  these  penalties  be  used  to  protect  the  health  and  property  of 
residents  in  the  penalized  facility.   (HB  2368,  1990  Laws,  effective  March  23,  1990) 

Spousal  Support:  Establishes  administrative  guidelines  for  determining  and  collecting  spousal 
support  debts  that  reflect  the  Medicaid  cost  of  providing  services  to  an  institutionalized  client 
who  has  assigned  support  rights  to  the  state.  Limits  the  collectable  amount  on  these  debts  to 
income  and  resources  not  exempted  for  eligibility  purposes  or  not  protected  by  the  1988  MCCA 
spousal  impoverishment  guidelines.  Establishes  procedures  for  fair  hearing  and  appeals. 
Authorizes  the  Department  of  Human  Services  (DHS)  to  collect  interest  on  any  unpaid  portion  of 
these  debts,  if  an  order  has  been  entered  for  payment  of  the  debt.  (SB  2388, 1 990  Laws,  effective 
March  29,  1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


KANSAS 

BENEFITS  &  COVERAGE 

No  Changes. 

ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

Prescription  Drugs:  Allows  the  Department  of  Social  and  Rehabilitation  Services  (DSRS)  to  limit 
reimburserrient  for  specific  prescription  drugs  if  the  drug  utilization  review  committee  finds  that 
the  product  is  unsafe  or  that  the  product  has  been  prescribed  in  violation  of  federal  guidelines. 
Authorizes  reimbursement  for  certain  non-essential  or  non-federally  reimbursed  drugs  based 
upon  the  recommendations  of  the  drug  utilization  review  committee.  Also,  provides  for  prior 
authorization  requirements  to  control  use  of  these  drugs.  (SB  180, 1990  Laws,  effective  April  15, 
1992) 

Providers:  Limits  reimbursement  to  services  eligible  for  FFP.  (HB  3085, 1990  Laws,  effective  May 
18,  1990) 

ADMINISTRATION  &  MANAGEMENT 

Prescription  Drugs/Studies/Utilization  Review:  Provides  for  a  privately  funded  study  on  the  cost- 
effectiveness  of  the  Medicaid  program's  currently  open  drug  formulary.  Study  to  be  completed 
by  October  1,  1990.  Also  establishes  a  drug  utilization  review  program  to  monitor  prescription 
information,  make  cost-containment  recommendations,  periodically  review  the  Medicaid  drug 
formulary  and  monitor  provider  and  recipient  compliance  with  program  objectives.  (SB  180, 
1 990  Laws,  effective  May  1 6,  1 990) 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 


KENTUCKY 


BENEFITS  &  COVERAGE 

No  Changes. 

ELIGIBILITY 

MCH:  Expands  Medicaid  eligibility  to  pregnant  women  and  children  under  age  1  who  have  family 
incomes  up  to  185%  of  the  federal  poverty  line.  (SB  239,  1990  Laws,  effective  October  1,  1990) 


REIMBURSEMENT 

Access:  Provides  enhanced  reimbursement  to  family  practice  physicians  working  in  underserved 
areas  with  physician  to  population  ratios  of  1:5000.  Physicians  who  qualify  for  these  enhanced 
rates  receive  125%  of  the  standard  physician  rates.  The  law  also  extends  Medicaid  reimburse- 
ment to  health  care  delivery  networks  and  mid-level  practitioners.  (SB  239, 1990  Laws,  effective 
April  11,  1990) 

Nursing  Homes:  Establishes  a  case-mix  reimbursement  system  for  the  nursing  component  of 
the  nursing  facility  reimbursement  program,   (by  regulation,  effective  October  1990) 

Physicians/Dentists:  Authorizes  rate  increases  for  physicians  and  dentists  and  bases  these 
increases  on  provider  profiles.  Beginning  in  October  1992,  indexes  annual  rate  increases  for 
physicians  and  dentists  to  the  Consumer  Price  Index  (CPI)  and  stipulates  that  these  increases 
equal  at  least  75%  of  the  CPI  change.   (SB  239,  1990  Laws,  effective  April  11,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Prescription  Druas/LTC:  Moves  reimbursement  for  prescription  drugs  provided  to  long-term  care 
clients  from  the  nursing  facilities  program  to  the  pharmacy  program,  (by  regulation,  effective 
October  1990) 

Voluntarv  Contributions/Matchino  Funds:  Urges  Congress  to  prevent  HCFA  from  prohibiting  the 
use  of  provider  assessments  to  obtain  federal  matching  funds.  (SR  114,  1990  Laws,  adopted 
March  8,  1990) 


MEDICAID-RELATED  STRATEGIES 

Access:  (SB  239,  1990  Laws,  effective  April  11,  1990) 

Health  Care  Delivery  Networks:  Defines  system  of  care  that  includes  basic  health  services, 
treatment  of  acute  episodes  and  chronic  illness,  certain  preventive  and  diagnostic  services  and 
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pharmacy  services.  Requires  linkages  to,  among  other  things,  emergency,  hospital,  home  health, 
hospice,  long-term  care,  substance  abuse  treatment  and  other  specialty  services.  Requires 
development  of  treatment  protocols.  Allows  one  extension  site  per  full-time  physician  on  staff. 
Provides  for  physician  supervision  of  mid-level  practitioners.  Requires  development  of  a  quality 
assurance  program.   Requires  24  hour  service  7  days  per  week. 

Mid-Level  Practitioners:  Defines  mid-level  practitioners  as  licensed  health  professionals  or 
individuals  who  have  worked  for  and  been  supervised  by  a  physician  for  a  minimum  of  5  years. 
All  mid-level  practitioners  must  pass  qualifying  examinations.  Defines  mid-level  practitioners' 
roles  in  health  care  delivery  networks.  Directs  the  University  of  Kentucky,  the  University  of 
Louisville,  and  the  Board  of  Family  Health  Care  Providers  to  develop  continuing  education 
programs  to  enable  mid-level  practitioners  to  meet  annual  training  requirements. 

LTC/Case  Management:  Establishes  a  long-term  care  case  management  demonstration  program 
and  includes  Medicaid  funded  services  such  as  hospital-based  long-term  care,  SNFs,  ICFs  and 
home  health.  Prohibits  case  managers  from  making  Medicaid  eligibility  determinations  for 
individuals  participating  in  this  demonstration  program.  (SB  239,  1990  Laws,  effective  April  11, 
1990) 


LOUISIANA 


BENEFITS  &  COVERAGE 

MR/DP:  Establishes  an  optional  targeted  case  management  program  for  mentally  retarded  or 
developmentaliy  disabled  individuals. 

Transportation/Emeroencv  Services:  Defines  emergency  medical  transportation  services  to 
include:  basic  and  advanced  life  support,  mileage,  oxygen,  intravenous  fluids,  and  disposable 
supplies.  See  also  reimbursement.   (HB  1333,  Act  448,  1990  Laws,  effective  July  18,  1990) 


ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

Transportation/Emeroency  Services:  Sets  rate  for  emergency  transportation  services  equal  to 
the  Medicare  rate.   (HB  1333,  Act  448,  1990  Laws,  effective  July  18,  1990) 

ADMINISTRATION  &  MANAGEMENT 

Certificate  of  Need:  Requires  the  Department  of  Health  and  Hospitals  (DHH)  to  establish  a  facility 
need  review  process.  Rules  for  this  process  must  include:  criteria  for  reviewing  demand  and 
supply  of  nursing  facility  beds  and  community  and  group  home  beds  for  the  mentally  retarded, 
specific  duties  of  the  DHH  in  administering  reviews,  methodologies  for  data  collection,  approval 
procedures,  application  fee  schedule  and  fair  hearings  procedures.  All  facilities  seeking  to 
participate  in  the  Medicaid  program  must  receive  approval  based  upon  a  determination  of  need. 
(HB  930,  Act  300,  1990  Laws,  effective  July  6,  1990) 

Children:  Expands  the  child  support  enforcement  program  to  include  Medicaid-only  cases.  (HB 
610,  Act  346,  1990  Laws,  effective  July  10,  1990) 

Eligibility  Determinations:  Places  responsibility  for  Medicaid  eligibility  determinations  with  the 
Secretary  of  the  Department  of  Health  and  Hospitals  (DHH)  and  authorizes  the  Secretary  to 
implement  interagency  agreements  for  the  purpose  of  meeting  this  responsibility.  Deletes 
Medicaid  eligibility  determinations  as  a  required  function  of  the  Office  of  Eligibility  Determination 
(OED),  but  authorizes  OED  to  perform  this  function  through  an  interagency  agreement.  HB  1334, 
Act  219,  1990  Laws,  effective  July  2,  1990) 

Nursing  Homes:  Introduces  civil  fines  for  nursing  home  program  violations.  Establishes  a 
residents'  trust  fund  to  receive  funds  collected  from  civil  fines.  In  addition,  provides  for  temporary 
management  of  facilities  to  comply  with  federal  mandates. 
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Prescription  Drugs/Formulary:  Eliminates  closed,  restricted  drug  formulary  and  expands  pharmacy 
program  coverage  of  drugs,  including  all  FDA-approved  legend  drugs.  Expansion  does  not 
include  cosmetic  drugs,  cough  and  cold  preparations,  minor  tranquilizers  or  drugs  to  treat 
anorexia. 


MEDICAID-RELATED  STRATEGIES 

Corrections:  Requires  that  inmates  submit  claims  to  applicable  private  insurers,  as  well  as 
Medicaid  to  cover  the  costs  of  any  medical  treatment  received.  (HB  477,  Act  75,  1990  Laws, 
effective  June  27,  1990) 

ICF-MR/Community-Based  Services  Waiver:  Obtained  a  home  and  community-based  services 
waiver  designed  to  meet  the  needs  of  developmentally  disabled  individuals.  The  program 
includes  an  array  of  residential  and  family  support  services  for  individuals  residing  in  ICF-MRs  or 
individuals  in  need  of  ICF-MR  level  services. 

Providers/Malpractice  Insurance:  Indemnifies  health  care  providers  who  provide  charity  care 
(includes  Medicaid)  for  actual  damages  in  a  malpractice  claim  settlement  or  judgment.  Eligibility 
for  this  program  is  limited  to  health  care  providers  where  charity  care  represents  at  least  10%  of 
their  caseload.  Requires  the  provider  to  carry  medical  malpractice  insurance  and  to  be 
represented  by  this  insurer  in  the  event  a  claim  is  filed  against  the  provider.  In  cases  where  a 
successful  claim  is  filed  by  a  patient  who  received  charity  care,  the  State  will  indemnify  the 
provider  for  up  to  $100,000  for  malpractice  judgments  or  settlements  arising  from  the  provision 
of  perinatal  or  emergency  care  and  for  up  to  $25,000  arising  from  any  other  single  occurrence 
claim.  The  state  will  be  the  payor  of  first  resort  for  claims  that  fall  within  these  limits.  Makes 
implementation  of  this  indemnification  program  contingent  on  HCFA's  approval  of  the  use  of 
Medicaid  funds  for  this  purpose.  Sunsets  September  1,  1994. 

The  law  also  requires  private  insurers  to  extend  discounts  to  certain  health  care  providers  who 
purchase  malpractice  coverage.  To  be  eligible  for  these  discounts,  providers  must  demonstrate 
that  charity  care  represents  at  least  1 0%  of  their  caseload.  Discount  rates  must  reflect  decreases 
in  the  insurers'  liability  exposure  as  a  result  of  the  indemnification  program  described  above.  (HB 
1668,  Act  1052,  1990  Laws,  effective  July  27,  1990) 


MAINE 


BENEFITS  &  COVERAGE 

No  Changes. 

ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

Physicians:  Delays  implementation  of  a  scheduled  rate  increase  for  physicians.  Reschedules 
the  increase  for  September  1 , 1 990,  contingent  on  federal  approval  for  the  Maine  Health  Program 
demonstration  project  (Pursuant  to  federal  OBRA-89  mandates).  In  the  absence  of  federal 
approval,  delays  rate  increases  and  the  implementation  of  the  Maine  Health  Program,  a  program 
to  extend  Medicaid  benefits  to  uninsured  individuals  and  families,  until  October  1,  1990.  (HB 
1831,  Chapter  875,  1990  Laws,  effective  April  20,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Elderly/Task  Force:  Expands  responsibilities  of  the  Maine  Committee  on  Aging  to  include 
investigation  of  complaints  by  individuals  receiving  non-residential  long-term  care  services. 
These  services  include,  home-based  care,  the  Medicaid  waiver  program  to  provide  in-home 
nursing  level  care  to  the  elderly,  home  health  agencies,  certified  homemaker  services  and  adult 
day  care.  In  compliance  with  the  federal  Older  Americans  Act,  requires  committee  staff  to  train 
ombudsmen  for  this  purpose.  Requires  written  reports  regarding  the  ombudsman  program  and 
related  activities.   (HB  1546,  Chapter  679,  1990  Laws,  effective  March  15,  1990) 

Optional  Services/CBS:  Directs  the  Bureau  of  Medical  Care  to  develop  and  implement  a  state 
plan  amendment  providing  community-based  services  to  families  and  children.  Requires 
interagency  cooperation  between  a  range  of  social  service  agencies,  including  the  Department 
of  Education  and  Cultural  Services,  the  Department  of  Corrections  and  the  Department  of  Mental 
Health  and  Mental  Retardation.  Current  state-funded  services  such  as  case  management, 
therapeutic  foster  care,  group  care  and  residential  treatment  will  be  reviewed  for  possible 
inclusion  in  the  plan.  Preliminary  planning  process  must  be  complete  by  December  31,  1990, 
and  the  final  plan  must  be  submitted  to  the  legislature  by  January  15,  1992.  The  plan  must 
include  an  allocations  proposal  to  distribute  any  resulting  federal  revenue  among  the  various 
agencies  providing  services.   (SB  704,  Chapter  103,  1990  Resolves,  effective  April  24,  1990) 

Prescription  Drugs/Formulary:  Establishes  a  drug  formulary  committee  to  determine  Medicaid 
coverage  for  non-prescription  and  prescription  drugs.  Requires  2/3  majority  vote  of  this 
committee  to  add  or  delete  drugs  from  the  established  formulary.  In  addition,  provides  for 
appeals  process  to  review  decisions.  Drugs  not  covered  by  Medicaid  as  a  result  of  this  process 
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are  subject  to  prior  approval.  In  emergencies,  non-covered  drugs  may  be  dispensed  and  receive 
retroactive  approval.  Sunsets  June  30,  1992.  (HB  1831,  Chapter  875,  1990  Laws,  effective  April 
20,  1990) 


MEDICAID-RELATED  STRATEGIES 

Children/Immunizations:  Provides  state  funding  for  measles,  mumps  and  rubella  vaccines.  Cites 
unavailability  of  federal  funds.   (HB  1831,  Chapter  875,  1990  Laws,  effective  April  20,  1990) 

Dental  Services/Waivers:  Requires  the  Department  of  Human  Services  (DHS)  to  obtain  the 
necessary  federal  waivers  to  provide  certain  dental  services  through  a  demonstration  program. 
The  program  will  provide  comprehensive  dental  services  in  non-profit  clinics  to  Medicaid  clients 
age  21  and  older.  Progress  reports  due  by  January  15,  1991.  (HB  1398,  Chapter  904,  1990 
Laws,  effective  April  24,  1990) 


MARYLAND 


BENEFITS  &  COVERAGE 

EPSDT:  Brings  coverage  for  EPSDT-referred  services  into  compliance  with  federal  OBRA-89 
requirements,   (by  regulation,  effective  April  1990) 

MCH:  Expands  coverage  for  pregnant  and  postpartum  women  under  the  Healthy  Start  program 
to  include  outpatient  substance  abuse  counseling.  The  Healthy  Start  program  targets  women 
with  high-risk  pregnancies,   (by  regulation,  effective  September  1990) 


ELIGIBILITY 

EPSDT:  Brings  eligibility  standards  for  children  up  to  age  6  into  compliance  with  federal 
requirements  established  under  OBRA-89.  (SB  388,  Chapter  418,  1990  Laws,  effective  July  1, 
1990) 


REIMBURSEMENT 

Adult  Day  Care:  Introduces  a  fixed  fee  schedule  for  adult  medical  day  care  providers.  (HB  832, 
Chapter  182,  1990  Laws,  effective  July  1,  1990) 

FQHCs:    Brings   reimbursement  rates   for   FQHCs   into   compliance   with   federal    OBRA-89 
requirements,  (by  regulation,  effective  April  1990) 

Second  Surgical  Opinion:  Requires  second  opinion  prior  to  reimbursement  for  a  list  of  nine 
elective  inpatient  surgeries,   (by  regulation,  effective  October  1990) 


ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 


MASSACHUSETTS 


BENEFITS  &  COVERAGE 

Children/Mental  Health:  Effective  June  30,  1990,  prohibits  coverage  for  services  in  private 
psychiatric  hospitals  for  clients  age  21  and  under,  if  the  comptroller  estimates  that  payments  for 
such  services  will  exceed  $30M  in  FY91.  In  the  meantime,  the  law  requires  the  Department  of 
Public  Welfare  (DPW)  and  the  Department  of  Mental  Health  to  implement  an  inpatient  screening 
process  for  admission  of  clients  age  21  or  under  to  these  hospitals.  Requires  redetermination 
of  medical  necessity  for  continued  stays  every  thirty  days.  Screening  reports  must  be  submitted 
to  the  legislature  beginning  April  1,  1991  and  at  six  month  intervals  thereafter.  In  addition,  the 
DPW  is  directed  to  develop  other  cost  containment  strategies  for  psychiatric  hospitalizations  of 
this  population.  These  strategies  may  include  selective  contracting,  changes  in  payment 
methodologies  for  out-of-state  providers  and  changes  in  income  and  asset  eligibility  standards 
for  children  requiring  these  services.  Requires  quarterly  reports  on  this  status  of  these  cost- 
containment  projects.   (HB  5701,  Chapter  150,  1990  Laws,  effective  July  1,  1990) 

LTC/PNA:  Reduces  the  monthly  personal  needs  allowance  for  nursing  home  residents  from 
$72.80  to  $60.  This  reduction  is  effective  October  1990.  (HB  5701,  Chapter  150,  1990  Laws, 
effective  July  1,  1990) 

MCH:  Prohibits  Medicaid  coverage  of  in  vitro  fertilization,  gamete  intra-fallopian  tube  procedures, 
and  sex  reassignment  procedures.  Allows  continued  coverage  of  these  services  for  individuals 
already  participating  in  such  treatment.  (HB  5701,  Chapter  150,  1990  Laws,  effective  July  1, 
1990) 

Optional  Services:  Prohibits  coverage  of  most  adult  dental  services  and  cosmetic  surgeries,  over 
the  counter  drugs  for  adults  and  services  provided  by  Christian  Science  nurses  and  sanitaria, 
chiropractors,  podiatrists  and  social  work  interns.  Allows  Medicaid  to  grant  waivers  and  provide 
coverage  for  these  services  if  deemed  medically  necessary  by  the  client's  primary  physician. 
(HB  5701,  Chapter  150,  1990  Laws,  effective  July  1,  1990) 

Prescription  Drugs:  Requires  that  generic  drugs  be  dispensed  to  Medicaid  patients  unless  a 
physician  explicitly  orders  a  brand  name  product  as  medically  necessary.  (HB  5701,  Chapter 
150,  1990  Laws,  effective  July  1,  1990) 


ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

Durable  Medical  Equipment  (DME):  Requires  DME  vendors  to  redeem  at  fair  market  value  DME 
equipment  purchased  on  behalf  of  Medicaid  clients  who  no  longer  require  use  of  the  equipment. 
Using  this  redemption  program  as  a  basis,  the  law  requires  the  DPW  to  compare  the  cost-effec- 
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tiveness  of  purchase/redemption  programs  with  lease  programs  for  the  same  equipment.  Report 
is  due  by  December  31,  1990.   (HB  5701,  Chapter  150,  1990  Laws,  effective  July  1,  1990) 

Hospitals:  Provides  hospitals  the  option  of  using  "modified  non-capital  hospital  expenses"  to 
qualify  for  certain  low-base  cost  adjustments.  Defines  these  expenses  as  non-capital  hospital 
expenses  minus  outpatient  dialysis  expenses.  Provides  for  updates  to  certain  cost  and  revenue 
factors  as  projected  by  Data  Resources,  Inc.  Requires  the  RSC  to  include  in  FV91  hospital  costs 
any  low-base  adjustments  calculated  as  a  result  of  this  law.  (SB  1843,  Chapter  502,  1990  Laws, 
effective  March  31,  1991) 

LTC/Rate-Setting:  Directs  the  RSC  to  develop  patient-centered  rate  methodology  for  non-acute 
care  hospitals.  This  methodology  will  include  previously  legislated  (Chapter  270,  1989  Laws) 
allowances  to  remedy  full-time  employee  labor  shortages  and  wage  parity  requirements.  Defines 
conditions  for  granting  these  allowances.  In  addition,  the  RSC  will  propose  methodologies  for 
adjusting  per  diem  ancillary  rates.  These  methodologies  must  allow  fee-for-service  payments  or 
contracting  between  the  hospitals  and  Medicaid.  Implementation  of  these  rate  methodologies 
set  for  hospital  rate  year  1992.  The  law  also  authorizes  the  Rate  Setting  Commission  (RSC)  to 
establish  a  flat  rate  for  administratively  necessary  days.  Flat  rate  reflects  the  statewide  average 
skilled  nursing  rate.     (HB  5701,  Chapter  150,  1990  Laws,  effective  July  1,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Accounting:  Directs  the  Medicaid  Administration  unit  at  the  Department  of  Public  Welfare  (DPW) 
to  recognize  payment  liabilities  as  they  are  accrued  in  any  fiscal  year.  Requires  implementation 
of  this  accrual  method  by  January  1,  1991.  In  addition,  the  law  requires  that  the  DPW  produce 
reports  summarizing  accrued  liabilities  by  provider  type  and  submit  these  reports  to  the 
legislature  on  October  1  of  each  fiscal  year.  (HB  5701,  Chapter  150, 1990  Laws,  effective  July  1, 
1990) 

Cost-Containment/DSH:  Requires  comptroller  to  conduct  an  audit  of  the  Medicaid  accounting 
system,  the  effectiveness  of  cost-containment  efforts  and  payments  to  disproportionate  share 
hospitals.  Report  is  due  December  31,  1990.  (HB  5701,  Chapter  150,  1990  Laws,  effective  July 
1,  1990) 

Nursing  Homes:  (HB  5701,  Chapter  150,  1990  Laws,  effective  July  1,  1990) 

Medicare  Units:  Requires  all  skilled  and  multi-level  nursing  facilities  to  maintain  a  minimum  of 
one  Medicare-certified  unit,   (by  regulation,  effective  July  1990) 

Prior  Approval/Mental  Health:  Requires  prior  approval  for  short-term  psychiatric  hospital 
admissions  of  Medicaid-eligible  nursing  home  residents.  Under  no  condition  will  admission  for 
respite  stays  be  permitted  for  these  clients.  Specifies  prior  approval  procedures  for  emergency 
and  non-emergency  admissions. 
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Studies:  Requires  review  of  eligibility  and  admissions  standards  for  Medicaid  clients  who  require 
services  in  a  nursing  facility.  Individuals  denied  admission  as  a  result  of  changes  to  these 
standards  receive  priority  status  for  community-based  programs.  In  addition,  changes  to  these 
standards  may  not  conflict  with  federal  law.  Requires  study  of  the  supply  of  nursing  facilities  and 
their  ability  to  respond  to  the  demand  for  such  services.  In  executing  this  study,  the  Secretary 
of  Human  Services  must  consult  with  consumers,  advocates,  providers  and  other  state  agency 
officials.   Findings  of  the  study  are  due  February  1,  1991. 

Prescription  Druos:   (HB  5701,  Chapter  150,  1990  Laws,  effective  July  1,  1990) 

Competitive  Bidding:  Directs  the  Medicaid  program  to  seek  competitive  bids  for  providing 
sole-  and  multiple-  source  drugs  to  institutionalized  Medicaid  clients.  In  addition,  the  law  requires 
establishment  of  a  nursing  home  drug  formulary  to  solicit  such  bids.  Contracts  are  to  be 
negotiated  by  January  1,  1991. 

Drug  Utilization/Rebate  Program:  Creates  a  drug  utilization  review  program  that  examines 
prescribing  and  dispensing  practices,  efficacy  and  the  introduction  of  newly  developed  drug 
therapies.  As  part  of  this  review,  members  of  the  Drug  Utilization  Review  Committee  will  serve 
also  as  a  peer  review  committee.  Appoints  a  commission  to  study  the  feasibility  of  implementing 
a  drug  rebate  program.   Report  was  due  October  1,  1990. 

Provider  Enrollment:  Requires  the  DPW  to  compare  federal  and  state  provider  enrollment 
standards  to  determine  whether  state  guidelines  that  differ  or  exceed  federal  guidelines  are 
cost-effective.  Report  on  the  findings  due  by  December  31 ,  1 990.  (HB  5701 ,  Chapter  1 50,  1 990 
Laws,  effective  July  1,  1990) 

Selective  Contracting:  Authorizes  selective  contracting  process  to  provide  "specialized,  high 
cost,  high  technology"  services  in  hospitals.  Directs  Medicaid  to  limit  provision  of  these  services 
exclusively  to  hospitals  contracted  through  this  process.  (HB  5701,  Chapter  150,  1990  Laws, 
effective  July  1,  1990) 

Task  Forces:    (HB  5701,  Chapter  150,  1990  Laws,  effective  July  1,  1990) 

Medicaid  Reform:  Creates  a  special  commission  to  study  and  make  recommendations 
concerning  Medicaid  benefit  packages  for  the  elderly,  families  and  disabled  individuals.  As  a 
part  of  this  evaluation,  the  commission  will  review  the  health  care  needs  of  these  populations, 
inventory  existing  benefits  and  services,  review  Medicaid  expansions  of  the  last  fifteen  years  and 
recommend  benefit  packages,  service  modifications  and  alternative  service  delivery  models. 
Report  is  due  April  1,  1991. 

Third  Party  Liability/Administrative  Expenditures:  Establishes  a  task  force  to  compare 
Medicaid's  administrative  resources  with  those  of  other  public  and  private  third  party  payors. 
Directs  task  force  to  make  recommendations  on  staffing,  contracted  resources,  automation  needs 
and  support  services.   Report  due  by  October  1,  1990. 


MASSACHUSETTS  com^nued 


MEDICAID-RELATED  STRATEGIES 

Managed  Care:  Requires  all  Medicaid  clients  to  be  enrolled  in  managed  care  programs  by 
January  1,  1992,  contingent  upon  the  receipt  of  necessary  federal  waivers.  In  addition,  requires 
that  a  plan  to  complete  this  enrollment  be  developed  and  submitted  to  the  legislature  by  January 
1,  1991.  Managed  care  programs  may  include:  HMOs,  prepaid  health  plans,  preferred  provider 
arrangements,  high  cost  case  management  and  selective  contracts.  To  begin  this  process  of 
implementing  managed  care  for  Medicaid  clients,  requires  implementation  of  a  demonstration 
program  by  January  1,  1991.   (HB  5701,  Chapter  150,  1990  Laws,  effective  July  1,  1990) 

Prescription  Drugs:  Requires  the  Department  of  Public  Health  and  the  Medicaid  program  to 
prevent  the  disposal  of  unused  medications  in  long-term  care  facilities.  Requires  that  these 
agencies  obtain  necessary  federal  FDA  approvals  and  consider  requiring  manufacturers  to  reclaim 
and  recycle  pharmaceuticals  that  would  othenA/ise  be  disposed  of  by  nursing  homes.  Another 
proposed  remedy  permits  more  frequent  dispensing  of  drugs  on  behalf  of  nursing  home 
residents.  Requires  implementation  of  program  by  November  1,  1990;  however,  DPW  indicates 
that  as  of  June  20,  1991,  the  initiative  is  still  under  review  and  has  not  been  implemented.  (HB 
5701,  Chapter  150,  1990  Laws,  effective  July  1,  1990) 


MICHIGAN 


BENEFITS  AND  COVERAGE 

EyeqIassesA/ision:  Authorizes  coverage  of  eyeglasses  and  contact  lenses,  providing  replacement 
coverage  of  1  pair  annually  for  adults  and  2  pairs  annually  for  children.  Requires  that  providers 
offer  at  least  80%  of  the  Medicaid  authorized  frames  for  client  review  and  selection.  In  addition, 
requires  that  eyeglasses  must  be  available  for  delivery  within  three  weeks  of  original  order.  (HB 
5278,  PA  180,  1990  Laws,  effective  July  3,  1990) 

Nursing  Homes:  Provides  coverage  for  short-term  nursing  home  stays  when  a  hospitalized 
Medicaid  client  requires  continued  care  beyond  the  average  length  of  hospital  stay  for  that  client's 
illness.  Average  length  of  stay  based  on  Medicaid  hospital  diagnosis  related  groups.  (SB  892, 
Public  Act  261,  1990  Laws,  effective  October  12,  1990) 

PNAs:  Delays  scheduled  increases  in  PNAs  until  August  1, 1990.  These  increases  had  previously 
been  scheduled  for  April  1,  1990.   (HB  5278,  PA  180,  1990  Laws,  effective  July  3,  1990) 


ELIGIBILITY 

AFDC/Aqent  Orange:  Excludes  judgments  or  settlements  regarding  exposure  to  Agent  Orange 
from  countable  assets  for  the  purposes  of  determining  AFDC  eligibility.  (HB  5470,  PA  145,  1990 
Laws,  effective  June  26,  1990) 


REIMBURSEMENT 

Home  Health/Mileage:  Increases  mileage  reimbursement  for  reimbursable  home  health  visits  by 
$0.02  to  $0.26,  effective  October  1,  1990.  (HB  5484,  PA  200,  1990  Laws,  effective  July  25, 1990) 

Hospitals/Rate-Settinq:  As  part  of  a  settlement  in  Michigan  Hospital  Association  (MHA)  et.  al.  v. 
0.  Patrick  Babcock  the  MHA  and  the  Medical  Services  Administration  reached  agreement  on 
changes  to  the  Medicaid  inpatient  hospital  reimbursement  system.  These  changes,  effective 
October  1,  1990,  are  as  follows:  (1)  the  standard  of  payment  factor  is  eliminated;  (2)  the  formula 
for  disproportionate  share  adjusters  has  been  changed;  (3)  the  inflation  updates  have  been 
revised;  (4)  standard  rates  for  certain  DRGs  are  eliminated;  and  (5)  claims  will  be  paid  using  DRG 
Grouper  5.0  until  October  1 , 1 991 .  At  that  time,  Medicaid  intends  to  implement  DRG  Grouper  8.0 
and  recalculated  relative  weights  and  prices  using  1988-89  data.  Most  DRG  prices  are  currently 
based  on  costs  from  1985-86  and  are  hospital  specific.  See  also  HB  5484,  PA  200,  1990  Laws, 
effective  July  25,  1990.   (Medical  Assistance  Program  Bulletin  5360-90-08,  1990). 

Nursing  Homes/Add-ons:  Provides  $2.0M  in  available  rate  adjustments  to  encourage  employee 
benefit  programs  in  nursing  homes.  Sets  the  available  add-on  at  5%  of  a  home's  variable  cost 
rate  component.  Requires  that  nursing  homes  that  apply  for  the  add-on  meet  the  following 
criteria: 


MICHIGAN 


►  Actively  participate  in  JTPA  (Job  Training  Partnership  Act)  and  Department  of  Social 
Service  efforts  to  train,  recruit  place  individuals  in  dietary,  laundry,  housekeeping  and 
nurse  assistant  positions;  and 

»•  Provide:  (1 )  50%  subsidies  to  dietary,  laundry,  housekeeping,  nurse  assistant  employees 

for  transportation  or  day  care  (on-site  or  off),  or  2)  a  career  ladder  for  nurse  assistants  that 
results  in  minimum  pay  increases  of  $0.50  and  bringing  the  hourly  wage  for  participating 
employees  to  $5.50;  or 

>  Provide  at  least  three  of  the  following  employee  benefits:  (1)  pass  through  wage  and 
benefit  adjustments  stipulated  by  the  legislature  in  1989;  (2)  set  minimum  entry  level 
wage  for  nurse  assistants  at  $4.75;  (3)  pay  50%  of  employer  sponsored  health  insurance 
and  100%  of  disability  and  life  insurance;  and  (4)  offer  up  to  $150  in  tuition  reimburse- 
ments per  semester  with  a  minimum  of  three  scholarships  available  per  semester. 

Applications  for  these  add-ons  are  due  November  1,  1990  and  awards  must  be  announced  by 
December  31,  1990.  Also  provides  adjustments  to  reflect  wage  increases  of  up  to  $0.50  per 
hour  for  housekeeping,  dietary,  laundry  and  nursing  assistant  staff,  effective  October  1 , 1 990.  (HB 
5484,  PA  200,  1990  Laws,  effective  July  25,  1990) 

Prescription  Drugs:  Sets  the  maximum  dispensing  fee  at  $3.72,  effective  October  1,  1990.  The 
new  language  reflects  a  delay  of  the  adjustment  initially  scheduled  for  April  1,  1990.  (HB  5484, 
PA  200,  1990  Laws,  effective  July  25,  1990) 

Providers:  Delays  implementation  of  scheduled  rate  increases  until  August  1,  1990.  These 
increases  had  been  scheduled  previously  to  take  effect  on  April  1, 1990.  (HB  5278,  PA  180, 1990 
Laws,  effective  July  3,  1990) 

Substance  Abuse/Acute  Care  Hospitals:  Establishes  a  ceiling  per  diem  rate  of  $1 30  for  substance 
abuse  treatment  services  provided  by  acute  care  hospitals.  Excludes  reimbursement  for  acute 
detoxification  from  this  ceiling. 

Studies/Cancer:  Directs  the  Department  of  Social  Services  to  reevaluate  reimbursement  policies 
regarding  the  "oral  management  and  rehabilitation  of  head  and  neck  cancer  patients."  Report 
is  due  on  April  1,  1991.   (HB  5484,  PA  200,  1990  Laws,  effective  July  25,  1990) 

Transportation/Emergency  Services:  Sets  reimbursement  rate  for  ambulance  services  at  76%  of 
the  true  cost  of  providing  such  services.  True  cost  will  be  determined  by  reviewing  direct  and 
indirect  costs  of  public  and  private  ambulance  services.  (HB  5484,  PA  200,  1990  Laws,  effective 
July  25,  1990) 


MICHIGAN    CONTINUED 


ADMINISTRATION  &  MANAGEMENT 

Claims  Submission:  Requires  that  providers  resubmit  denied  claims  within  1 20  days  of  the  denial. 
In  addition,  specifies  that  providers  will  receive  payment  within  two  years  of  the  date  of  service. 
Provides  a  special  hearings  and  grievance  process  for  providers  who  submit  timely  claims  but  do 
not  receive  payment  within  two  years.   (HB  5484,  PA  200,  1990  Laws,  effective  July  25,  1990) 

Cost  Containment:  Assumes  savings  based  on  the  implementation  of  the  following  programs  and 
cost  <"ontainment  initiatives  (HB  5484,  PA  200,  1990  Laws,  effective  July  25,  1990): 

»■  Elimination  of  the  second  surgical  opinion  program; 

•■  Expansion  of  managed  care; 

►■  Updating  the  pharmacy  post  payment  billing  system  and  improving  tape  to  tape  matches 

with  Blue  Cross/Blue  Shield; 

»■  Operating  the  utilization  review  system; 

>  Revising  Medicaid  billing  limits; 

*■  Providing  incentives  for  physicians  who  perform  vaginal  deliveries  for  women  who 

previously  have  had  caesarian  deliveries; 

•-  Contracting  for  oxygen  concentrators,  apnea  monitors  and  provider  education  series; 

»■  Continuing  post  payment  recovery  audits; 

*■  Establishing  a  voluntary  pharmacy  rebate  program; 

►  Limiting  payments  to  acute  care  hospitals  for  substance  abuse  treatment  services,  and; 

»■  Tightening  prior  authorization  requirements  for  admissions  to  psychiatric  hospitals. 

Hospitals/Mental  Health:  Directs  the  Medicaid  program  to  establish  a  prior  approval  process  for 
psychiatric  hospital  admissions.   (HB  5484,  PA  200,  1990  Laws,  effective  July  25,  1990) 

Prescription  Druas/Provider  Education:  Directs  the  Medical  Services  Administration  to  contract 
with  pharmacy  experts  to  conduct  a  provider  education  series  on  prescribing  alternatives  for  high- 
volume  prescribers.   (HB  5484,  PA  200,  1990  Laws,  effective  July  25,  1990) 


MICHIGAN    COMTINUED 


MEDICAID-RELATED  STRATEGIES 

AIDS/lnsurance  Assistance:  Directs  the  Department  of  Social  Services  to  expand  an  existing  pilot 
program  to  provide  insurance  assistance  for  AIDS  patients  statewide.  Requires  a  cost-benefit 
analysis  of  the  program.   (HB  5484,  PA  200,  1990  Laws,  effective  July  25,  1990) 


MINNESOTA 


BENEFITS  &  COVERAGE 

Dental  Services:  Provides  coverage  for  cast  metal  dental  restorations  for  clients  whose  medical 
conditions  prevent  the  use  of  removable  dentures.   (Chapter  568,  1990  Laws,  July  1,  1990) 

Disabled:  Authorizes  coverage  for  disabled  adults,  children  and  qualified  working  disabled 
individuals.   (Chapter  568,  1990  Laws,  effective  July  1,  1990) 

Nurse  Practitioners:  Provides  coverage  for  services  provided  by  certified  pediatric  and  family 
nurse  practitioners  if  the  services  are  covered  under  physician  services  and  are  within  the  scope 
of  service  for  nurse  practitioners.   (Chapter  568,  1990  Laws,  effective  July  1,  1990) 

Occupational  Therapy  (OT):  Authorizes  coverage  for  services  provided  by  independent 
occupational  therapists.   (Chapter  568,  1990  Laws,  effective  July  1,  1990) 


ELIGIBILITY 

Children:  Expands  eligibility  to  133%  of  the  federal  poverty  line  for  children  between  age  1  and 
age  6  and  to  100%  of  the  federal  poverty  line  for  children  born  after  September  30, 1983  who  are 
between  ages  6  and  18.  (Chapter  568,  1990  Laws,  effective  July  1,  1990) 


REIMBURSEMENT 

Emergency  Services/Transportation:  Provides  a  7.5%  rate  increase  for  ambulance  services. 
(Chapter  568,  1990  Laws,  effective  July  1,  1990) 

FQHCs:  Authorizes  enhanced  reimbursement  of  FQHCs  as  mandated  by  OBRA-89.  (Chapter 
568,  1990  Laws,  effective  July  1,  1990) 

Home  Health/Personal  Care  Attendants:  Caps  annual  increase  at  4%,  (Chapter  568,  1990  Laws, 
effective  July  1,  1990) 

ICF/MRs:  Changes  the  property-related  portion  of  the  rates,  including  payment  limits.  (Chapter 
568,  1990  Laws,  effective  May  1,  1990) 

MCH:  Provides  a  10%  rate  increase  for  obstetric  and  pediatric  services.  (Chapter  568,  1990 
laws,  effective  July  1,  1990) 

Mental  Health/Substance  Abuse/lnpatient  Services:  Changes  payment  basis  from  DRGs  to  per 
diems  for  mental  health  and  substance  abuse  treatment  services  provided  in  inpatient  hospital 
settings.  Limits  indexed  annual  rate  increases  for  these  services  to  5%.  Also  authorizes  a  6% 
reduction  in  rates  paid  for  psychotherapy  and  indexes  rates  paid  to  registered  nurses  and  qua- 


MINNESOTA  comiNUED 


lified  social  workers  (MSWs)  at  65%  of  the  rate  paid  to  other  mental  health  care  professionals. 
(Chapter  568,  1990  Laws,  effective  July  1,  1990) 


Nursing  Homes:  Authorizes  changes  to  the  inflation  factor,  property-related  payment  limits,  and 
allowable  operating  costs  used  to  determine  reimbursement  rates.  (Chapter  568,  1990  Laws, 
effective  July  1,  1990) 

Prescription  Druos:  Authorizes  reduction  in  dispensing  fees  to  $4.10.  In  addition,  eliminates 
reimbursement  for  unit  dose  dispensing  of  over-the-counter  medicines.  (Chapter  568, 1 990  Laws, 
effective  July  1,  1990) 


ADMINISTRATION  &  MANAGEMENT 

ICFs/IMRs:  Requires  the  Commissioner  of  Human  Services  to  develop  plans  to  reduce  the  size 
of  intermediate  care  facilities  by  eliminating  discharges  from  regional  treatment  centers  to 
ICFs/IMRs.  Directs  the  commissioner  to  consult  with  ICF/IMR  representatives,  parents  and 
advocates  in  developing  plan.  Plan  due  to  legislature  by  January  1,  1991.  (SF  1813,  Chapter 
599,  1990  Laws,  effective  August  1,  1990) 

Nursing  Homes:  Repeals  previous  requirement  that  nursing  facilities  obtain  Medicare-certification 
for  all  Medicaid-certified  beds  by  July  1,  1991.  Instead,  maintains  50%  certification  requirement 
that  becomes  effective  October  1,  1990.  In  addition,  authorizes  the  commissioner  of  human 
services  to  reduce  existing  requirement  to  20%  if  the  facility  demonstrates  that  its  physical  plant 
prevents  it  from  meeting  both  the  50%  requirement  and  Medicare's  distinct  part  requirements. 
Facilities  that  qualify  for  this  reduction  must  document  that  the  reduction  does  not  adversely 
affect  access  to  Medicare  beds  for  Medicare  beneficiaries.  (SB  1813,  Chapter  599,  1990  Laws, 
effective  August  1.  1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


MISSISSIPPI 


BENEFITS  &  COVERAGE 

Ambulatory  Care/CHCs:  Provides  coverage  for  ambulatory  services  delivered  in  federally  qualified 
health  centers  and  local  clinics.  Bases  reimbursement  for  the  services  on  reasonable  costs  to 
be  determined  by  the  Division  of  Medicaid.  (HB  1467,  Chapter  548,  1990  Laws,  effective  July  1, 
1990) 

Children 

EPSDT:  Provides  coverage  for  treating  physical  and  mental  illnesses  and  conditions  identified 
through  an  EPSDT  screen,  regardless  of  whether  these  services  are  otherwise  covered  in  the 
Medicaid  state  plan.  Complies  with  federal  EPSDT  provisions  established  under  OBRA-89.  (HB 
1467,  Chapter  548,  1990  Laws,  effective  July  1,  1990) 

Mental  Health:  Authorizes  coverage  of  inpatient  psychiatric  services  for  children  under  age  21. 
These  services  must  be  provided  under  a  physician's  direction  and  can  be  delivered  in  acute 
care  or  residential  treatment  psychiatric  facilities.  Provides  up  to  45  days  per  year  of  coverage 
for  treatment  in  an  acute  care  setting  and  unlimited  days  in  residential  treatment  settings.  In 
addition,  complies  with  federal  regulations  to  provide  extended  coverage  for  children  who 
become  21  while  in  care.  Coverage  of  services  to  these  individuals  continues  until  their  twenty- 
second  birthdays  or  until  the  individuals  no  longer  need  care,  whichever  comes  first.  (HB  1467, 
Chapter  548,  1990  Laws,  effective  July  1,  1990) 

Home  Health:  Clarifies  home  health  services  coverage  cap.  Previous  law  had  capped  coverage 
at  the  prevailing  cost  of  nursing  services.  New  language  sets  cap  equal  to  prevailing  cost  of 
nursing  facility  services.   (HB  1467,  Chapter  548,  1990  Laws,  effective  July  1,  1990) 

ICF-MRs:  Beginning  October  1,  1990,  provides  coverage  for  non-medical  leaves  of  absence 
identical  to  that  for  residents  in  nursing  facilities  (SNFs  and  ICFs)  provided  for  these  leaves. 
Stipulates  that  this  coverage  be  reimbursed  on  a  full  reasonable  cost  basis.  (HB  1467,  Chapter 
548,  1990  Laws,  effective  July  1,  1990) 

IMDs/Elderly:  Clarifies  other  service  coverage  for  residents  age  65  and  older  in  institutions  for 
mental  diseases  (IMDs).  Previous  language  provided  coverage  for  nursing  services;  the  new  law 
specifies  coverage  for  nursing  facility  services.  (HB  1467,  Chapter  548, 1990  Laws,  effective  July 
1,  1990) 

MCH:  Authorizes  coverage  for  service  provided  in  birthing  centers  as  well  as  coverage  for  nurse 
practitioner  services.  Stipulates  that  reimbursement  for  these  services  not  exceed  90%  of  the 
physician  rate  for  comparable  services.  Nurse  practitioners  include,  but  are  not  limited  to:  nurse 
anesthetists,  nurse  midwives  and  nurse  practitioners  specializing  in  family  practice,  family 
planning,  pediatrics,  obstetrics  and  gynecology  and  neonatal  care.  (HB  1467,  Chapter  548, 1990 
Laws,  effective  July  1,  1990) 


MISSISSIPPI    COhmNUED 


Transportation/EMTs:  Authorizes  registered  emergency  medical  technicians  (EMTs)  to  order 
transportation  services,  such  as  emergency  ambulance  service.  (HB  1467,  Chapter  548,  1990 
Laws,  effective  July  1,  1990) 


ELIGIBILITY 

Children:  Defines  categorical  eligibility  for  AFDC  children.  Caps  maximum  age  of  these  children 
at  18.  Brings  medically  needy  eligibility  standards  for  children  under  age  6  into  compliance  with 
federal  OBRA-89.   (HB  1467,  Chapter  548,  1990  Laws,  effective  July  1,  1990) 

QMBs:  Brings  eligibility  and  Medicare  buy-in  standards  for  disabled  workers  into  compliance  with 
federal  OBRA-89.   (HB  1467,  Chapter  548,  1990  Laws,  effective  July  1,  1990) 


REIMBURSEMENT 

MCH/Physicians:  Authorizes  the  Division  of  Medicaid  to  set  obstetric  and  pediatric  rates  that  are 
separate  from  the  Division's  fee  schedule.  (HB  1467,  Chapter  548,  1990  Laws,  effective  July  1, 
1990) 


ADMINISTRATION  &  MANAGEMENT 

Appropriations:  Increases  the  statutory  limitation  to  $160M  on  administrative  expenditures  made 
from  the  annual  Medicaid  appropriation.   (SB  2769,  Chapter  390,  1990  Laws,  effective  June  30, 


Nursing  Homes:  Makes  technical  corrections;  replaces  references  to  skilled  nursing  facilities 
with  the  term  "nursing  facility"  as  required  by  the  federal  OBRA-89.  (HB  1467,  Chapter  548, 1990 
Laws,  effective  July  1,  1990) 

Voluntary  Contributions:  Permits  the  Division  of  Medicaid  to  expend  grants,  donations, 
contributions  and  federal  matching  funds  and  grants  for  furthering  the  objectives  of  the  Medicaid 
program.   (HB  1467,  Chapter  548,  1990  Laws,  effective  July  1,  1990) 


MEDICAID-RELATED  STRATEGIES 

Hospice/Pilot  Program:  Beginning  July  1,  1991,  authorizes  a  pilot  program  of  hospice  care  for 
one  site  in  Hinds  County.  Defines  hospice  care  as  coordinated  in-home,  inpatient  and  outpatient 
care  to  treat  terminally  ill  individuals.  Requires  that  this  care  be  family  centered  and  employ  a 
multidisciplinary  team.  Describes  goals  of  the  program  as  an  effort  to  provide  relief  for  physical 
symptoms,  while  also  providing  supportive  care  to  meet  the  patient's  and  the  family's  non-medical 


MISSISSIPPI    CONTINUED 


needs.  The  provider  chosen  to  participate  in  this  pilot  must  be  certified  by  Medicare  for 
participation  as  a  hospice.  Sunsets  on  June  30,  1991. 

IVIanaaed  Care:  Authorizes  coverage  for  a  pilot  program  of  managed  care.  Limits  service  delivery 
to  two  sites  selected  for  participation  in  the  pilot.  (HB  1467,  Chapter  548,  1990  Laws,  effective 
July  1,  1990) 


MISSOURI 


BENEFITS  &  COVERAGE 

EPSDT:  Brings  provisions  regarding  covered  services  for  EPSDT-eligible  children  into  compliance 
with  the  federal  OBRA-89  provisions.   (SB  765,  1990  Laws,  effective  July  1,  1990) 

QMBs/Disabled.  Working  Adults:  Provides  for  Medicare  Part  A  buy-ins  on  behalf  of  qualified 
working,  disabled  individuals,  as  required  by  the  federal  OBRA-89.  (SB  765, 1990  Laws,  effective 
July  1,  1990) 

Transition  to  Work:  Clarifies  eligibility  for  transitional  Medicaid  benefits.  Stipulates  that  families 
leaving  welfare  for  work  are  eligible  for  transitional  benefits,  regardless  of  whether  children  in  the 
home  are  classified  as  "dependent."  Meets  the  requirements  of  the  federal  OBRA-89.  (SB  765, 
1990  Laws,  effective  July  1,  1990) 


ELIGIBILITY 

MCH/Children:  (SB  765,  1990  Laws,  effective  July  1,  1990) 

AFDC/Categorlcal  Eligibility:  Removes  requirement  that  pregnant  women  and  children  under 
age  6  apply  for  AFDC  to  receive  Medicaid.   Also  requires  that  application  forms  be  simplified. 

Medically  Needy:  Eliminates  resource  test  for  these  clients.  Stipulates  that  eligible  pregnant 
women  receive  Medicaid  coverage  throughout  their  pregnancies  and  for  60  days  postpartum, 
regardless  of  the  women's  continued  eligibility. 

Outstationing:  Authorizes  the  outstationing  of  eligibility  workers  at  health  care  sites  if  the  provider 
agrees  to  reimburse  the  state  for  the  cost  of  the  workers. 

Presumptive  Eligibility:  Establishes  a  presumptive  eligibility  program  for  pregnant  women. 
Women  who  participate  in  this  program  receive  up  to  45  days  of  Medicaid  coverage  for  obstetrical 
services.  Guarantees  payments  to  providers,  regardless  of  the  clients'  final  eligibility  determina- 
tions. Extends  presumptive  Medicaid  eligibility  to  newborns  whose  mothers  are  eligible  for  and 
receiving  Medicaid  at  the  time  of  a  child's  birth.  Requires  that  the  child  remain  in  the  mother's 
household  and  that  the  mother  remain  eligible  for  assistance. 

Standards:  Brings  eligibility  standards  for  pregnant  women  and  children  up  to  age  6  into 
compliance  with  the  federal  OBRA-89  provisions. 


MISSOURI    COMTINUED 


REIMBURSEMENT 

FQHCs:  As  mandated  by  the  federal  OBRA-89  provisions,  sets  reimbursement  to  federally-funded 
health  centers  at  100%  of  reasonable  costs.   (SB  765,  1990  Laws,  effective  July  1,  1990) 

Hospice:  As  mandated  in  the  federal  OBRA-89,  sets  minimum  hospice  reimbursement  for  clients' 
room  and  board  in  a  nursing  home  at  95%  of  the  nursing  home  rate.    (SB  765,  1990  Laws, 

effective  July  1,  1990) 

MCH/Physicians:  Stipulates  that  obstetric  and  pediatric  rates  be  sufficient  and  payments  be 
timely  to  enable  Medicaid  clients  to  access  these  services.  Meets  the  requirements  of  the  federal 
OBRA-89.    (SB  765,  1990  Laws,  effective  July  1,  1990) 

Nurse  Practitioners:  As  mandated  by  the  federal  OBRA-89,  authorizes  reimbursement  to  nurse 
practitioners.    (SB  765,  1990  Laws,  effective  July  1,  1990) 

Nursing  Homes/Disproportionate  Share:  Allows  the  Division  of  Medical  Services  to  pay  rate 
adjustments  for  nursing  homes  that  serve  a  disproportionate  share  of  Medicaid  clients.  (SB  765, 

1990  Laws,  effective  July  1,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Nursing  Homes:  Updates  current  nursing  home  laws  to  conform  with  federal  nursing  home  reform 
changes.  Limits  rate  increases  due  to  changes  in  ownership.  (SB  765,  1990  Laws,  effective  July 

1,  1990) 


MEDICAID-RELATED  STRATEGIES 

MCH 

Transportation/Pilot  Project:  Authorizes  the  Department  of  Social  Services  to  conduct 
demonstration  projects  in  selected  counties  to  provide  nonemergency  transportation  to  pregnant 
women.    (SB  765,  1990  Laws,  effective  July  1,  1990) 

WIC:  Requires  referrals  to  the  Women,  Infants  and  Children  (WIC)  nutrition  program  for  eligible 
Medicaid  clients.   (SB  765,  1990  Laws,  effective  July  1,  1990) 

Waiver/Appropriations:  Makes  coverage  of  waivered  ser/ices  subject  to  appropriation.  (SB  765, 
1990  Laws,  effective  July  1,  1990) 


MONTANA 


BENEFITS  &  COVERAGE 

EPSDT: 

Dental  Services:  Provides  EPSDT  coverage  for  orthodontia  when  these  services  are  an  essential 
adjunct  to  medically  necessary  oral  surgery,   (by  regulation,  effective  January  1990) 

Nutrition:  Adds  coverage  for  nutrition  services  under  the  EPSDT  program,  (by  regulation, 
effective  December  1990) 

Speech  Therapy/OT/PT:  Removes  limits  on  speech,  occupational  and  physical  therapies  and 
counseling  for  children  in  the  EPSDT  program.  Retains  the  requirement  that  these  services  be 
medically  necessary,   (by  regulation,  effective  December  1990) 

Home  Health/Personal  Care  Attendants:  Limits  home  health  services  to  a  combined  maximum 
of  200  visits  per  year  per  recipient.  Excludes  skilled  nursing  services.  Prohibits  recipients  of 
personal  care  attendant  services  from  also  receiving  home  health  aide  services,  (by  regulation, 
effective  December  1990) 

Mental  Health: 

Children/Residential  Treatment:  Adds  inpatient  psychiatric  services  for  recipients  under  age 
21  in  residential  treatment  centers,   (by  regulation,  effective  January  1990) 

Rehabilitation  Services:  Provides  coverage  for  consultations  by  psychologists  and  social  workers 
to  facilitate  delivery  of  services,   (by  regulation,  effective  March  1990) 

Outpatient  Services/Clinics/Dialysis:  Adds  coverage  for  services  provided  by  freestanding  dialysis 
clinics.  This  expansion  is  retroactive  to  October  1989.   (by  regulation,  effective  August  1990) 

Rural  Health  Centers:  Adds  coverage  for  services  provided  by  rural  health  centers.  This 
expansion  is  retroactive  to  October  1989.   (by  regulation,  effective  October  1990) 


AFDC:  Increases  the  AFDC  need  and  payment  standards.   For  example,  standards  for  a  family 
of  three  are  $53  and  $370,  respectively,   (by  regulation,  effective  July  1990) 


MONTANA    CONTINUED 


REIMBURSEMENT 

Durable  Medical  Equipment  (DME):  Implements  the  Medicare  Q  code  system  for  oxygen  and  the 
Medicare  50th  percentile  for  enteral  and  parenteral  services.  In  addition,  provides  2%  or 
negotiated  increases  for  other  DME  services,   (by  regulation,  effective  November  1990) 


EPSDT/Nurse  Practitioners:  Authorizes  reimbursement  equal  to  physician  rates  for  well  child 
visits  and  immunizations  provided  by  nurse  practitioners,    (by  regulation,  effective  December 


Physicians:  Provides  2%  increase  for  physician  fees,   (by  regulation,  effective  July  1990) 


ADMINISTRATION  &  MANAGEMENT 

Home  Health/Prior  Authorization:  Requires  prior  authorization  for  home  health  services  when 
total  charges  per  recipient  exceed  $400.  (by  regulation,  effective  January  1990)  In  addition 
requires  prior  authorization  for  home  health  aide  services  that  exceed  12  visits  per  recipient  per 
year,   (by  regulation,  effective  December  1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


NEBRASKA 


BENEFITS  &  COVERAGE 

Dental  Services:  Expands  coverage  of  dental  services  to  include  "unusual"  orthodontic 
procedures,  (by  regulation,  effective  November  1990) 

EPSDT/Children:  Brings  coverage  of  EPSDT  services  into  compliance  with  federal  OBRA  90 
requirements,   (by  regulation,  effective  October  1990) 

Mammography:  Expands  coverage  to  include  mammography  screening  services,  (by  regulation, 
effective  December  1 990) 

MR:  Adds  family  support  services  to  the  benefit  package  available  to  mentally  retarded  adults 
participating  under  the  Home  and  Community-Based  Waiver  Program,  (by  regulation,  effective 
December  1990) 

Speech  Therapy:  Adds  coverage  of  augmentative  communication  devices  and  other  related 
speech-language  services,   (by  regulation,  effective  December  1990) 


ELIGIBILITY 

Agent  Orange:  Disregards  payments  resulting  from  an  Agent  Orange  order  or  settlement  for  the 
purposes  of  determining  Medicaid  eligibility,  (by  regulation,  effective  September  1990) 

MCH:  Brings  eligibility  standards  for  pregnant  women  and  children  under  age  6  into  compliance 
with  federal  OBRA-89  requirements,  (by  regulation,  effective  April  1990) 

Medically  Needy/LTC:  Revises  the  medically  needy  income  limit  for  institutionalized  clients  and 
their  community  spouses  to  $506  monthly,   (by  regulation,  effective  July  1990) 

Transition  to  Work:  Extends  transitional  Medicaid  benefits  to  families  leaving  welfare  for  work, 
as  mandated  by  federal  FSA-88  (by  regulation,  effective  April  1990) 


REIMBURSEMENT 

FQHCs:  Extends  reimbursement  for  services  to  FQHCs.    (by  regulation,  effective  December 
1990) 

Home  Health:  Establishes  a  fee  schedule  for  home  health  agencies,  effective  July  1,  1990.   (by 
regulation,  effective  December  1990) 


NEBRASKA  comtinued 


Nursing  Homes: 

Minimum  Wage:  Revises  payment  methodology  to  reflect  federal  increase  in  the  minimum 
wage,  (by  regulation,  effective  April  1,  1990) 

Nurses:  Retroactively  adjusts  the  salaries  and  benefits  portion  of  facilities'  nursing  cost  centers 
for  the  period  January  1,  1990  to  June  30,  1990.   (by  regulation,  effective  May  1990) 

OBRA  Compliance:  Revises  payment  methodology  to  compensate  facilities  for  the  additional 
costs  of  complying  with  OBRA-87  requirements,   (by  regulation,  effective  July  1990) 

Occupational  Therapy  (OT):  Extends  reimbursement  for  OT  services  to  independent  therapists, 
(by  regulation,  effective  December  1990) 

Personal  Care  Services:  Establishes  the  reimbursement  rate  for  "trained"  personal  care  aides 
at  $5  per  hour.  Aides  may  include  home  health  care  staff,  registered  nurses  and  licensed 
practical  nurses,   (by  regulation,  effective  July  1990) 

Rural  Health  Centers:  Clarifies  coverage  and  establishes  payment  rates  for  services  provided 
by  rural  health  centers,   (by  regulation,  effective  December  1990) 


ADMINISTRATION  &  MANAGEMENT 

Abuse/Benefit  Restrictions:  Revises  notice  requirements  for  restricting  benefits  to  clients  who 
have  been  determined  to  be  abusing  Medicaid  services.  For  example,  clients  included  in  this 
"lock-in"  program  may  be  limited  to  obtaining  prescriptions  from  one  physician,  (by  regulation, 
effective  November  1990) 

Mental  Health: 

Inpatient  Services:  Requires  peer  review  organization  to  certify  inpatient  admissions  for 
psychiatric  services,   (by  regulation,  effective  October  1990) 

Outpatient  Services/Prior  Authorization:  Removes  prior  authorization  requirements  for 
psychiatric  services  provided  in  an  outpatient  setting.  Prepayment  review  of  all  claims  for 
outpatient  psychiatric  services  continues,   (by  regulation,  effective  October  1990) 

Nursing  Homes:  Brings  provider  standards  for  nursing  facilities  into  compliance  with  federal 
OBRA-87.   (by  regulation,  effective  October  1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


NEVADA 


No  changes  were  made  this  year. 


NEW  HAMPSHIRE 


BENEFITS  &  COVERAGE 

Children/Disabled/Special  Education:  Extends  Medicaid  coverage  to  services  provided  by  local 
school  districts  to  handicapped  children.  Participation  in  the  program  is  voluntary.  The  goals  of 
the  new  program  are  both  to  maximize  federal  revenue  available  for  covered  Medicaid  services 
and  to  enable  handicapped  children  to  remain  in  the  community.  Services  to  be  covered  include: 
screening,  evaluation  and  diagnostic  services;  speech  pathology  and  audiology;  and  occupation- 
al and  physical  therapy.  Establishes  administrative  procedures  for  this  program,  including 
provision  to  collect  50%  of  allowable  costs  from  the  school  districts  to  meet  federal  matching 
requirements.  Local  school  districts  must  enroll  as  Medicaid  providers  to  participate.  (SB  340, 
Chapter  272,  1990  Laws,  effective  June  27,  1990) 


ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 
No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

Fraud:  Establishes  criminal  penalties  for  individuals  participating  in  Medicaid  fraud.  (HB  1441, 
Chapter  260,  1 990  Laws,  effective  June  27,  1 990) 

Spousal  Impoverishment/Study:  Requires  the  Department  of  Health  and  Human  Services  to  review 
the  provisions  of  the  federal  MCCA  of  1988.  Study  should  focus  specifically  on  spousal 
impoverishment  provisions.  Report  due  April  15,  1990.  (HB  674,  Chapter  7, 1990  Laws,  effective 
February  23,  1990) 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 


NEW  JERSEY 


BENEFITS  &  COVERAGE 

No  Changes. 

ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

Nursing  Homes:  Combines  three  existing  levels  of  care  into  a  single  base  reimbursement  rate 
with  adjustments  available  for  special  nursing  needs.   (Effective  October  1,  1990) 


ADMINISTRATION  &  MANAGEMENT 

MMIS:  Continues  development  of  new  Medicaid  Management  Information  System  (MMIS)  and 
transfers  activities  to  a  new  fiscal  agent.   (Tentative  completion  date  of  late  1991) 


OTHER  MEDICAID-RELATED  STRATEGIES 

Nursing  Homes:  Implements  New  Jersey's  preadmission  screening  program  to  divert  nursing 
facility  applicants  to  appropriate  community  care  settings.  The  program  includes  Medicaid- 
eligible  recipients  and  individuals  who  will  be  Medicaid-eligible  upon  admission  or  within  six 
months  of  admission  to  a  nursing  facility.  Coordinates  efforts  between  hospital  discharge 
planners/social  service  staff  and  Medicaid  staff  to  provide  comprehensive  needs  assessment, 
counseling,  and  timely  placement  in  appropriate  settings. 

Medicaid  staff  complete  initial  assessments  shortly  after  hospital  admission  and  develop  a  Health 
Service  Delivery  Plan  prior  to  discharge.  In  addition  to  authorizing  long-term  placement  into 
nursing  facilities,  the  plan  may  alternatively  authorize  short-term  placement  for  intensive 
rehabilitative  services  focusing  on  the  client's  return  to  the  community  or  community-based 
services  to  avert  or  delay  admission  to  a  nursing  facility. 

Following  placement  into  a  nursing  facility  or  the  community,  Medicaid  staff  continue  to  monitor 
treatment/care.  This  monitoring  function  ensures  responsive  and  coordinated  delivery  of  needed 
services.  This  process  also  promotes  early  involvement  by  Medicaid  staff  in  providing  appropriate 
and  cost-effective  care  to  elderly  and  disabled  individuals.   (Effective  February  1990) 


NEW  MEXICO 


BENEFITS  &  COVERAGE 

Case  Management: 

Chronically  Mentally  Ill/Pilot  Project:  Issues  regulations  for  implementing  statewide  expansion 
of  case  management  services  for  the  chronically  mentally  ill  as  an  optional  service  under 
Medicaid.  Under  this  program,  there  is  no  age  limitations  as  long  as  the  individual  is  eligible  for 
services  under  the  state's  Medicaid  program.  (Eligibility  is  based  on  "diagnosis,  disability  and 
duration;"  language  in  the  regulations  clarifies  that  the  Health  and  Environment  Department  will 
be  responsible  for  determining  whether  an  individual  meets  the  eligibility  condition  of  "diagnosis") 
(HSR  Vol.  13,  No.  63,  1990). 

In  addition,  the  Department  has  also  established  an  advisory  group  to  assist  in  planning  for  the 
addition  of  case  management  services  for  this  population.  Services  were  initially  implemented 
in  Dona  Ana  County  in  December  1989.  Other  sites  to  be  included  in  the  pilot  include  the 
counties  of  Bernailillo,  Lea,  McKinley  and  San  Juan.   (HSR  Vol  13.  No.  1,  1990) 

EPSDT:  Adds  case  management  services  for  medically  at-risk  children  and  adolescents  as  an 
optional  service  under  Medicaid  and  clarifies  that  case  management  services  will  be  required  to 
gain  access  to  enhanced  EPSDT  services.  Enhanced  EPSDT  services  include:  private  duty 
nursing,  therapeutic  group  home  services,  specialized  foster  care  services,  family  education  and 
training,  personal  care  services  and  respite  care  services.  In  addition,  a  case  manager  will  be 
assigned  to  recipients  receiving  inpatient  psychiatric  care  in  a  free-standing  psychiatric  hospital, 
residential  treatment  center  services  and  licensed  independent  Master's  level  social  work  services 
and  will  develop  a  plan  of  care  and  incorporate  these  services  into  a  long-range  plan.  (HSR  Vol. 
13,  No.  101,  December  1,  1990) 


ELIGIBILITY 

Children/Foster  Care:  Issues  regulations  affecting  income  limits  for  children  in  foster  care. 
Effective  July  1,  1990,  the  maximum  AFDC  need  standard  increased  from  $156  to  $184.  Income 
of  children  in  foster  care  must  be  below  this  amount.   (MAD-MR  90-06,  August  28,  1990) 

MCH:  Increases  income  threshold  to  133%  for  pregnant  women  and  children  up  to  age  6  as 
required  under  OBRA-89,  effective  March  1, 1990  and  accelerates  coverage  to  children  up  to  age 
8  who  meet  AFDC  need  criteria  as  of  April  1 .  1 990  (HSR  Vol.  1 3  No.  1 4,  March  1 4, 1 990  and  Vol. 
13,  No.  23,  May  10,  1990).  In  addition,  infants  will  retain  Medicaid  coverage  up  through  the  first 
year  of  life  as  specified  under  OBRA-90  regardless  of  changes  in  the  mother's  income.  (MAD- 
IPP  #90-11) 


NEW  MEXICO  cormNUED 


Nursing  Homes: 

Spousal  Impoverishment/Community  Property  Methodology:  Removes  the$1 ,1 58  limit  (300% 
of  SSI  Federal  Benefit  Rate)  on  an  individual's  own  income  under  community  property 
methodology.  County  offices  have  been  instructed  to  restore  eligibility  to  any  cases  which  were 
closed  or  denied  due  to  the  $1,158  limitation.   (MAD-IPP  90-05,  June  20,  1990) 

Institutional  Care  Program:  Increases  income  ceiling  for  the  Institutional  Care  Program  to  $989, 
effective  January  1,  1990.   (HSR  Vol.  13  No.  7,  January  30,  1990) 


"Conditional"  Enrollment  for  Part  A:  SSA  has  set  up  a  "conditional"  enrollment  option  for 
premiums  under  Medicare  Part  A  to  alleviate  reduced  QMB  participation  as  a  result  of  the  $175 
monthly  Part  A  premium.  Individuals  will  be  allowed  to  enroll  in  Premium  Part  A  on  the  condition 
that  they  are  eligible  under  the  QMB  program  and  would  not  be  responsible  for  payment  of  the 
Part  A  premium.     (MAD-IPP  90-06,  July  23,  1990) 

Income  Limits:  Increases  income  eligibility  for  QMBs  to  90%  of  poverty  as  required  by  the 
Medicare  Catastrophic  Coverage  Act  of  1988,  effective  March  1,  1990  (HSR  Vol.  13,  No.  15, 
3/20/90)  and  to  100%  of  poverty  as  mandated  by  OBRA-90,  effective  January  1,  1991.  The 
maximum  monthly  income  allowance  will  be  increased  from  $472  (90%)  to  $524  for  individuals 
and  from  $632  (90%)  to  $702  for  coiiples.   (MAD-MR  90-13,  November  19,  1990) 

SSI-Related  Programs:  Removes  the  $6,000  and  6%  limitation  on  the  value  of  income-producing 
property  for  purposes  of  eligibility  for  SSI-related  programs.  This  regulation  applies  only  to 
property  used  in  a  trade  or  business  or  by  the  individual  as  an  employee  and  which  is  essential 
to  an  individual's  self-support.  Regulations  are  effective  retroactive  to  May  1, 1990.  (HSR  Vol.  13, 
No.  59,  August  29,  1990) 

Transition  to  Work:  Effective  April  1,  1990,  families  who  lose  AFDC  benefits  due  to  increased 
earnings  or  loss  of  the  earned  income  disregards  can  receive  up  to  12  months  of  transitional 
Medicaid  by  meeting  certain  requirements.   (HSR  Vol.  13,  No.  45,  July  27,  1990) 

Veteran's  Health:  Excludes  payments  from  the  Agent  Orange  Settlement  Fund  in  determining 
income  or  resource  eligibility  for  Medicaid.   (HSR  Vol  13.  No.  80,  October  2,  1990) 


REIMBURSEMENT 

Emergency  Services/Methodology:  Issues  regulations  concerning  reimbursement  methodology 
for  ground  ambulances;  reimbursement  will  be  the  lower  of  the  Medicare  75th  percentile  rate  or 
the  provider's  approved  tariff  rate.  Reimbursement  will  be  made  for  disposable  items,  specifically 
emergency  drugs,  intravenous  solutions  and  dressings.  Specifies  services  to  be  billed  as  basic 
life  support  and  advanced  life  support.  The  regulations  also  adopt  the  Medicare  guidelines  for 


NEW   MEXICO    CONTINUED 


medical  necessity  determination  for  transport.  Regulations  effective  February  1, 1991.  (HSR  Vol. 
13,  No.  6,  January  30,  1990) 

ICF/MR:  Establishes  regulations  for  a  prospective  payment  system  for  ICF/MR  facilities.  For  the 
purpose  of  evaluating  rebasing  requests,  New  Mexico  sets  the  limit  on  the  minimum  level  of 
incurred  costs  at  $1 ,000  for  facilities  with  1 5  beds  or  less  and  $5,000  for  facilities  with  more  than 
1 5  beds.  Further  allows  in  the  case  of  retroactive  requests  for  adjustments  to  base  year  costs  and 
makes  the  new  rates  are  effective  no  later  than  30  days  from  receipt  of  the  request,  instead  of  30 
days  from  the  data  of  approval.  In  order  to  facilitate  the  transition  from  retrospective  to 
prospective  payment  systems,  the  Department  offers  providers  the  option  of  filing  a  short  cost 
report  on  which  tentative  settlements  (pending  a  final  audit)  are  calculated  and  implemented. 
(HSR  Vol.  13,  No.  97,  November  27,  1990) 

Nursing  Homes/Methodology:  Provides  regulations  for  the  reimbursement  methodology  for 
covering  the  additional  costs  incurred  by  nursing  facilities  to  comply  with  the  requirements  under 
OBRA-87.  Also  provides  are  procedural  regulations  for  eliminating  the  distinction  between  SNFs 
and  ICFs  and  the  conversion  to  SNFs. 

Physicians/EPSDT:  Effective  August  1,  1990,  rates  for  the  following  services  will  be  increased: 
obstetrical  services,  office  and  hospital  visits,  prenatal  services  provided  to  high-risk  patients  and 
immunizations  and  dental  screenings.   (HSR  Vol.  13,  No.  66,  September  7,  1990) 

Prescription  Drugs:  Increases  dispensing  fees  to  $4.00,  up  from  $3.65,  effective  October  1 , 1 990. 
(HSR  Vol.  13,  No.  72,  September  20,  1990) 


ADMINISTRATION  &  MANAGEMENT 

EPSDT/Dental  Services:  Requires  that  dentists  providing  Medicaid  services  be  considered 
EPSDT  partial  screeners  and  that  they  must  mark  "yes"  in  the  question  area  at  the  top  right  of  the 
dental  claim  form  when  treating  a  child  under  age  21.  (Medical  Assistance  Program  Manual 
Supplement,  90-21,  September  11,  1990) 

FQHCs:  Provides  regulations  to  comply  with  Public  Law  100-203  which  establishes  federally 
qualified  health  centers  (FQHCs)  as  a  Medicaid  provider  type.  The  Department  further  allows 
that  FQHCs  be  allowed  to  submit  claims  on  HCFA-1500  forms  until  December  31,  1990  and  that 
off-site  services  be  billed  on  the  UB-82  claim  form  instead  of  the  HCFA-1500  form.  (HSR  Vol.  13, 
No.  99,  December  5,  1990) 

Fraud:  Requests  the  state  auditor  to  report  on  the  progress  of  fraud  prosecution  and  control 
efforts  by  the  Medicaid  fraud  control  unit.   (SJM  6,  Adopted  February  15,  1990) 

Licensure/Counselors:  Because  the  state  does  not  have  licensure  requirements  for  master's 
level  counselors,  the  Department  will  extend  coverage  to  allow  for  master's  level  counselors  who 
are  graduates  of  an  accredited  program.     Licensure  requirements  for  other  master's  level 


NEW   MEXICO    CONHNUEO 


practitioners,  such  as  social  workers  and  psyclioiogists  will  remain  in  effect.  (HSR  Vol.  13,  No. 
48,  August  1990) 

LTC/Retrospective  Review:  Allows  the  Department  to  reimburse  a  total  of  10  long-term  care 
abstracts  per  facility  per  calendar  year  that  are  submitted  for  retrospective  review  for  reasons 
other  than  those  that  are  beyond  the  control  of  the  facility.  (HSR  Vol.  1 3,  No.  1 06,  December  31 , 
1990) 

MCH:  Limits  allowable  processing  time  to  45  days  for  Medicaid  applications  for  pregnant  women 
and  children.   (HSR  Vol.  13,  No.  67,  September  13,  1990) 

Third  Party  Liability:  Issues  new  regulations  clarifying  and  defining  procedures  and  requirement 
for  ISD  county  office  staff,  Medicaid  providers  and  the  Medical  Assistance  Division  on  handling 
issues  regarding  third  party  liability.  The  new  language,  effective  March  1,  1990,  incorporates  a 
provision  allowing  sanctions  of  providers.   (HSR  Vol.  13,  No.  17,  April  17,  1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


NEW  YORK 


BENEFITS  &  COVERAGE 

Children/Home  Health/Case  Management:  Provides  guidelines  for  providing  case  management 
services  to  children  and  their  families  participating  in  the  "Care  at  Home"  program  through 
Medicaid.  This  program  enables  children  with  on-going  illnesses  to  receive  care  in  their  homes 
rather  than  in  an  institutional  setting.  Provision  of  case  management  services  reflects  the  need 
for  service  coordination  and  advocacy  on  behalf  of  the  families  enrolled  in  the  "Care  at  Home" 
program.  Expands  the  types  of  providers  who  may  qualify  as  case  managers  under  this  program. 
(90  ADM-20,  effective  May  30,  1990) 

LTC/PNA:  Increases  need  standards  for  elderly,  blind  and  disabled  individuals,  PNAs  for  residents 
in  congregate  care  facilities  and  mandatory  minimum  state  supplement  for  SSI  clients.  (SL  7858, 
Chapter  685,  1990  Laws,  effective  December  31,  1990) 

PNA/ICF-MR/Mental  Health:  Increases  PNAs  for  indigent  residents  in  state  psychiatric  hospitals 
and  intermediate  care  facilities  serving  mentally  retarded  individuals.  (AL  10699,  Chapter  855, 
1990  Laws,  effective  May  1,  1990) 

Transition  to  Work:  Brings  state  law  regarding  transitional  Medicaid  eligibility  into  compliance 
with  the  federal  Family  Support  Act  of  1988.  (SI  4763-C,  Chapter  453,  1990  Laws,  effective 
October  1,  1990) 


ELIGIBILITY 

MCH:  Brings  eligibility  standards  for  children  between  ages  1  and  6  into  compliance  with  the 
federal  OBRA-89.  Specifies  that  eligibility  determinations  for  these  children  will  use  the  same 
methodology  as  for  AFDC  determinations.  Disregards  available  family  resources  of  these  children 
and  prohibits  application  of  these  resources  toward  the  cost  of  medical  care  for  the  children. 
Extends  this  eligibility  to  children  who  become  age  6  while  receiving  in-patient  care  and 
continues  eligibility  until  discharge.    (Al  12068,  Chapter  651,  1990  Laws,  effective  October  1, 


QMBs:  Brings  state  law  into  compliance  with  the  federal  OBRA-89  provision  extending  Medicare 
buy-in  program  to  certain  disabled  and  working  individuals.  (Al  12068,  Chapter  651,  1990  Laws, 
effective  October  1 ,  1 990) 

Veterans  Health: 

Agent  Orange:  Excludes  from  countable  income  and  resources  any  payments  received  as  the 
result  of  Agent  Orange  settlements  or  orders.  This  change  is  retroactive  to  January  1, 1989.  (SL 
71 72,  Chapter  51 7,  1 990  Laws,  effective  May  1 8,  1 990) 

War-time  Reparations:  Excludes  certain  reparations  payments  from  countable  income.  (SL 
9042,  Chapter  817,  1990  Laws,  effective  July  25,  1990). 


NEW  YORK 


CONTINUED 


REIMBURSEMENT 

Claims  Processing:  Requires  providers  to  submit  claims  for  medical  care  within  2  years  of  the 
date  of  sen/ice.   (SI  9190,  Chapter  938,  1990  Laws,  effective  January  1,  1991) 

Diaonostic  and  Treatment  Centers/Home  Health:  Authorizes  add-on  to  Medicaid  rate  for 
diagnostic  and  treatment  centers  and  home  health  agencies  which  receive  designation  as 
disproportionate  share  facilities.   (Al  12132,  Chapter  884,  1990  Laws,  effective  July  1,  1990) 

Emergency  Services:  Caps  the  operating  cost  component  of  emergency  services  at  $95,  a  $2.50 
decrease  from  existing  maximums.  (SI  9190,  Chapter  938, 1990  Laws,  effective  January  1, 1991) 

Hospitals:  (SI  9190,  Chapter  938,  1990  Laws,  effective  January  1,  1991) 

DSH:  Defines  payments  to  hospitals  from  regional  and  statewide  bad  debt  and  charity  care  pools, 
as  well  as  the  pool  for  financially  distressed  hospitals,  as  disproportionate  share  payments. 
Provides  for  inpatient  hospital  rate  adjustments  to  reflect  the  costs  of  serving  low-income  patients. 
Caps  supplementary  adjustments  at  90%  of  the  hospital's  estimated  need.  Assigns  payment  of 
these  adjustments  to  the  social  services  district  in  which  an  eligible  hospital  is  located.  Prohibits 
these  adjustments,  however,  if  disallowed  by  the  federal  government. 

Labor  Adjustments:  Bases  labor  adjustments  for  inpatient  and  outpatient  rates  on  cost  increases 
since  1985,  using  constant  dollars  and  reflecting  previous  adjustments.  These  adjustments  reflect 
increases  in  RN  salaries  and  other  personnel  costs.  Prohibits  such  adjustments  for  outpatient 
costs  if  disallowed  by  the  federal  government. 

Outpatient  Services:  Excludes  outpatient  costs  from  supplemental  payment  calculations  for 
hospitals  providing  comprehensive  health  care,  if  the  federal  government  disallows  these  costs. 

Rural  Hospitals:  Raises  the  Medicare  certified  bed  maximum  to  200  and  specifies  that  these 
beds  must  be  designated  acute  care  beds  for  rural  hospitals  receiving  supplemental  funding. 

Outpatient  Sen/ices:  Caps  the  operating  cost  component  of  outpatient  service  rates  at  $67.50. 
This  cap  represents  a  $2.50  decrease  from  existing  maximums.  (SI  9190,  Chapter  938,  1990 
Laws,  effective  January  1,  1991) 

Personal  Care  Services:  Limits  rate  increases  to  5%  in  New  York  City  and  4.5%  in  all  other  areas. 
Allows  increases  to  exceed  these  factors  only  when  the  rate  request  meets  certain  criteria.  (SL 
6653-A/AL9053-A,  Chapter  53,  1990  Laws,  effective  April  1,  1990) 

Physicians:  Encourages  qualified  physicians  to  provide  comprehensive  and  coordinated  care  to 
children  up  to  age  21  under  the  Preferred  Physicians  and  Children  Program  by  simplifying  billing 
and  providing  reimbursement  comparable  to  commercial  insurers. 


NEW  YORK   COKTINUED 


Prescription  Drugs:  Requires  that  reimbursement  rates  for  multi-source  drugs  be  set  consistent 
with  federal  guidelines.  (Al  11693,  Chapter  190,  1990  Laws,  effective  May  25,  1990)  Limits 
changes  in  prescription  drug  rates  to  biannual  adjustments,  unless  required  by  the  federal 
government.   (SI  9190,  Chapter  938,  1990  Laws,  effective  January  1,  1991) 


ADMINISTRATION  &  MANAGEMENT 

Assessments:  Establishes  procedures  for  collecting  assessments  from  a  range  of  providers. 
Sets  these  assessments  as  a  percentage  of  gross  revenues  for  each  agency  or  provider.  Defines 
gross  revenue.  Requires  that  all  revenue  collected  as  the  result  of  these  assessments  be 
credited  to  the  general  fund.  Provider-specific  provisions  follow  (SI  9190,  Chapter  938,  1990 
Laws,  effective  January  1,  1991): 

Home  Health:  Caps  total  assessments  at  $4.1  million  for  the  period  January  1,  1991 -March  31, 
1992. 

Hospital  and  Residential  Care  Facilities:  Caps  total  assessments  at  $163.1  million  for  the 
period  January  1,  1991 -March  31,  1992. 

MR/DD/Children:  Includes  ICFs  for  the  developmentally  disabled,  day  treatment  providers, 
specialty  hospitals,  and  residential  treatment  facilities  for  children.  Caps  total  assessments  at 
$6.9  million  for  the  period  January  1,  1991 -March  31,  1992. 

Personal  Care  Service:  Caps  total  assessments  at  $12.0  million  for  the  period  January  1,  1991- 
March31,  1992. 

Hospitals:  Accelerates  1990  case  mix  recoupment  exceeding  the  applicable  Medicaid-only  cap. 
Eliminates  the  inpatient  catastrophic  program,  pursuant  to  hospital  reimbursement  legislation 
(Chapter  922,  1990  Laws). 

Nursina  Homes/Nurses'  Aides:  Brings  state  law  into  compliance  with  federal  laws  prohibiting 
nursing  homes  from  charging  fees  for  training  or  conducting  evaluations  of  nurses'  aides.  (SI 
7848,  Chapter  242,  1990  Laws,  effective  June  15,  1990) 

Provider  Fees/Penalties:  Provides  procedures  for  assessing  and  collecting  penalties  from 
providers.  Also  provides  procedures  for  appeals  regarding  assessed  penalties.  Authorizes  the 
imposition  of  monetary  penalties  in  lieu  of  repayment  of  Medicaid  reimbursement  for  providers 
who  do  not  comply  with  standards  of  the  Medicaid  program  or  generally  accepted  medical 
practices.  Caps  such  penalties  at  $2,000  for  each  service  or  product  improperly  or  unnecessari- 
ly provided.  Provides  for  sharing  of  revenues  from  these  penalties  between  the  state  and  the 
local  social  services  districts.  Authorizes  the  department  to  require  providers  to  obtain  financial 
security  bonds  to  assure  that  funds  are  available  to  repay  overpayments  made  by  the  Medicaid 
program.  (Al  11693,  Chapter  190,  1990  Laws,  effective  May  25,  1990) 


NEW  YORK  comiNUED 


Voluntary  Contributions/Hospitals:  Authorizes  the  use  of  hospital  contributions,  as  well  as 
statewide  and  regional  bad  debt  and  charity  care  pools,  for  Medicaid  payments.  In  addition, 
authorizes  funding  from  pool  funds  for  a  pool  administrator.  Also  reduces  the  hospital  contribu- 
tions to  bad  debt  and  charity  care  pools  to  0.235  of  1%  of  the  hospital's  reimbursable  inpatient 
costs.  Beginning  October  1,  1990,  requires  payment  of  these  contributions  reflecting  monthly 
discharges  within  60  days  of  the  end  of  each  month.  Eliminates  existing  payment  option  of 
deducting  contributions  from  pool  distributions  due  to  the  hospital.  (SI  9190,  Chapter  938,  1990 
Laws,  effective  January  1,  1991) 


MEDICAID-RELATED  STRATEGIES 

Care  Coordination/Compliance:  Expands  the  state's  existing  Recipient  Restriction  Program  (RRP) 
for  coordinating  service  utilization  by  certain  Medicaid  recipients.  Authorizes  restrictions  for  the 
use  of  podiatrists,  dentists,  and  durable  medical  equipment  dealers  for  clients  who  are  found  to 
misuse  benefits.  Requires  that  most  ancillary  services  be  ordered  by  a  primary  ordering  provider 
for  recipients  in  this  program.  Establishes  monthly  case  management  fee  for  these  primary 
physicians.  Sets  penalties  for  individuals  who  loan  their  Medicaid  cards  to  other  individuals. 
Extends  restriction  periods  to  between  24  and  72  months.  (90  ADM-44,  State  regulations, 
effective  November  7,  1990) 

Children/Home  Health:  Provides  expedited  eligibility  determinations  for  children  with  physical 
disabilities  who  may  qualify  for  a  state-funded  program  of  home  care.  This  state-funded  program 
serves  as  an  alternative  source  of  care  and  services  for  children  whose  family  incomes  make 
them  ineligible  for  Medicaid.  To  qualify  for  the  program,  however,  applicants  must  be  certified 
ineligible  for  the  Medicaid  program.   (SL  8528,  Chapter  549,  1990  Laws,  effective  July  18,  1990) 

Emergency  Services:  Authorizes  two  additional  hospital  emergency  room  demonstration  projects, 
bringing  the  total  to  17  programs.   (SI  7763,  Chapter  795,  1990  Laws,  effective  July  25,  1990) 

Home  Health/Pilot  Projects:  Authorizes  development  of  a  demonstration  program  to  allow  patient 
managed  home  care.  Under  this  program,  patients  would  be  responsible  for  hiring,  firing,  and 
managing  reimbursement  for  home  care  workers.  In  addition,  authorizes  use  of  alternative 
payment  methods.   (SL  561 6-C,  Chapter  386,  1990  U\ws,  effective  July  10,  1990) 


NORTH  CAROLINA 


BENEFITS  &  COVERAGE 

EPSDT:  Extends  exemption  from  visit  limitations  to  all  EPSDT-eligible  children.  (SB  1 426,  Chapter 
1066,  1990  Laws,  effective  July  1,  1990) 


ELIGIBILITY 

MCH:  Expands  eligibility  to  pregnant  women  and  children  under  age  1  with  incomes  up  to  185% 
of  the  federal  poverty  line.  Brings  eligibility  standards  for  children  up  to  age  6  into  compliance 
with  federal  requirements  under  OBRA-89.  (SB  1 426,  Chapter  1 066, 1 990  Laws,  effective  October 
1,  1990) 


REIMBURSEMENT 

EPSDT/Prosthetics  and  Orthotics:  Requires  the  Department  of  Human  Resources  to  approve 
reimbursement  rates  for  these  sen/ices  when  provided  to  EPSDT-eligible  children.  (SB  1426, 
Chapter  1066,  1990  Laws,  effective  July  1,  1990) 

MCH:  Increases  rates  for  maternity  care  services.  For  example,  payment  for  comprehensive 
care  package,  including  prenatal,  delivery  and  post-natal  services  increased  nearly  20%  from 
$925  to  $1,100.   (by  regulation,  effective  October  1,  1990) 

Mental  Health:  Limits  provider  participation  to  agencies  certified  by  the  Commission  for  Mental 
Health,  Developmental  Disabilities  and  Substance  Abuse  Services.  Caps  reimbursement  rates 
for  these  providers  at  the  federally  established  upper  limits.  (SB  1426,  Chapter  1066,  1990  Laws, 
effective  July  1,  1990) 

Nursing  Homes/Provider  Participation:  Consolidates  designations  for  SNFs  and  ICFs  by  creating 
the  umbrella  designation  "nursing  facilities."  Exempts  ICF-MRs  from  this  consolidation.  Requires 
that  all  nursing  facilities  serving  Medicaid  clients  who  also  qualify  for  Medicare  to  enroll  in 
Medicare.   (SB  1426,  Chapter  1066,  1990  Laws,  effective  October  1,  1990) 

Physicians:  Increases  rates  for  most  physician  procedure  codes  by  4%.  (General  Appropriations 
Act  for  1991,  adopted  in  1990,  but  effective  January  1,  1991) 

Prescription  Drugs:  Increases  rates  for  professional  services  fee  by  $.25  to  $5.10.  (SB  1427, 
Chapter  1074,  1990  Laws,  effective  upon  reduction  of  estimated  drug  acquisition  costs  below 
the  average  wholesale  price) 


NORTH  CAROLINA  cormNUEo 


ADMINISTRATION  &  MANAGEMENT 

Cost  Containment:  Authorizes  the  use  of  Medicaid  program  funds  to  support  administrative  costs 
of  cost  containment  initiatives.  Requires  approval  of  such  funding  by  the  Office  of  State  Budget 
and  IVIanagement.   (SB  1426,  Chapter  1066,  effective  July  1,  1990) 

Transportation:  Requires  the  Division  of  Medical  Assistance  (DMA)  to  develop  a  plan  to  inform 
Medicaid  clients  of  the  availability  of  transportation.  Also  directs  the  DMA  to  assess  local  social 
services  departments'  procedures  for  responding  to  transportation  requests  and  to  ensure  that 
each  department  provides  this  transportation.  (SB  1426,  Chapter  1066, 1990  Laws,  effective  July 
1,  1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


NORTH  DAKOTA 


No  changes  were  made  this  year. 


OHIO 


BENEFITS  &  COVERAGE 

MCH:  Establishes  the  "Healthy  Start"  program  for  pregnant  women  and  young  children  who  are 
eligible  for  Medicaid  under  OBRA-89  language.  (See  also  Administration  and  Management)  (HB 
764,  1990  Laws,  effective  October  1,  1991) 


ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

Outpatient  Services:  Provides  for  a  retrospective  Medicaid  reimbursement  system  for  federally 
qualified  outpatient  health  centers.   (HB  174,  1990  Laws,  effective  April  10,  1991) 

ADMINISTRATION  &  MANAGEMENT 

MCH:  Directs  the  Department  of  Human  Services  (DHS)  to  develop  a  shortened,  simplified 
eligibility  application  for  clients  under  the  "Healthy  Start"  program.  Requires  the  DHS  to  train 
certain  providers  to  assist  clients  with  the  application  and  to  outstation  eligibility  workers  at 
selected  provider  sites  to  speed  the  application  process.  Establishes  performance  standards  for 
each  county  to  evaluate  implementation  of  the  Healthy  Start  program.  Counties  that  fall  short  of 
these  standards  may  be  asked  to  implement  corrective  action  plans,  including  establishing  formal 
outreach  and  referral  methods  and  designating  a  specialized  intake  unit  to  work  exclusively  with 
Healthy  Start  applicants.  Authorizes  the  use  of  local  funds  for  the  administration  of  Healthy  Start 
and  specifies  that  these  funds  will  be  counted  as  matching  funds  for  federal  claims  purposes. 
Directs  the  DHS  to  implement  a  presumptive  eligibility  process  for  pregnant  women  and  adopt 
a  plan  for  making  same-day  eligibility  determinations,  subject  to  federal  regulation.  (HB  764, 1 990 
Laws,  effective  October  1,  1991) 

Nursing  Homes: 

Compliance  with  OBRA-87:  Brings  state  law  regarding  SNFs  and  ICFs  into  compliance  with 
OBRA-87.  Brings  state  law  regarding  licensure  and  training  of  nurse  aides  into  compliance  with 
OBRA-87.  (HB  822,  1990  Laws,  effective  December  13,  1990) 

Certification/Patient  Rights:  Establishes  the  Department  of  Health  (DOH)  as  the  single  state 
agency  responsible  for  administering  survey  and  certification  process  for  Medicaid  and  Medicare 
participating  nursing  facilities.  Provides  guidelines  for  conducting  surveys  and  making 
certifications,  including  protecting  confidentiality,  closing  homes,  transferring  residents  and  taking 
corrective  action.  In  addition,  expands  the  provisions  describing  long-term  care  patients'  rights 
to  include: 
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*■  protection  against  pliysical,  verbal,  mental  and  emotional  abuse; 

»>  participation  in  decision-making  regarding  treatment  and  life  style; 

►  access  to  activities,  therapies,  and  programs  that  enhance  the  quality  of  life  (at  the 
resident's  or  third  party  payors'  expense); 

►  protection  against  financial  exploitation; 

*■  reasonable  notice  regarding  room  assignment  and  roommate  changes;  and 

•■  private  visiting  areas  for  families. 

Provides  facility  guidelines  for  management  of  residents'  financial  affairs  and  for  notifications  to 
residents  of  proposed  discharges  and  transfers.  Notices  regarding  transfers  or  discharges  must 
include  explanations  of  the  residents'  right  to  appeal  and  instructions  for  contacting  the  DOH's 
legal  services  office,  the  state  long-term  care  ombudsman  program  and  the  Ohio  Legal  Rights 
Service.  Requires  notice  to  Medicaid-eligible  residents  explaining  coverage  for  leave  of  absence 
days.  Requires  all  health  care  providers  to  report  known  or  suspected  cases  of  abuse  and 
neglect  to  the  DOH.  Protects  individuals  who  report  abuse  and  neglect  cases  from  criminal  and 
civil  prosecution  and  professional  disciplinary  actions.  Based  on  DOH  findings  regarding  the 
survey  and  certification  process  for  facilities  participating  in  Medicaid,  the  Department  of  Human 
Services  (DHS)  is  directed  to  require  corrective  actions,  establish  sanctions,  deny  payment  and 
terminate  provider  agreements  as  appropriate.  (HB  822,  1990  Laws,  effective  December  13, 
1990) 

MEDiCAID-RELATED  STRATEGIES 

No  Changes. 


OKLAHOMA 


BENEFITS  &  COVERAGE 

No  Changes. 

ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

Fraud:  Makes  changes  to  the  Medicaid  Program  Integrity  Act,  existing  law  that  provides  for 
investigation  and  prosecution  of  Medicaid  fraud.  Requires  that  providers  maintain  records 
summarizes  rates  charged  for  services  and  goods  provided  to  Medlcaid-eligible  clients.  In 
addition,  these  records  must  include  comparable  rates  charged  for  non-Medlcald  goods  and 
services.  Expands  the  powers  of  assistant  U.S.  attorneys,  who,  for  the  purposes  of  this  act,  are 
cross-designated  as  assistant  attorneys  general.  Defines  failure  to  testify  or  obey  subpoenas 
relating  to  a  Medicaid  fraud  investigation  as  contempt  of  court.  Sets  fraud  conviction  penalties 
at  the  greater  of  treble  damages  or  $10,000  for  Illegal  claims  equaling  or  exceeding  $2,500  and 
at  treble  damages  or  $1,000  for  illegal  claims  that  total  less  than  $2,500.  (HB  1901,  1990  Laws, 
effective  May  1,1990) 

Prescription  Druas/Formulary:  Authorizes  the  Department  of  Human  Services  (DHS)  to  establish 
a  vendor  drug  program  without  regulations  from  the  Commission  for  Human  Services  and  the 
Public  Welfare  Commission.  Previous  law  had  authorized  this  program  under  regulation  by  the 
Commissions.  Prohibits  the  DHS  from  establishing  a  drug  formulary  that  restricts  physicians' 
abilities  to  determine  courses  of  treatment.  Exempts  drugs  used  for  cosmetic  purposes,  treating 
anorexia,  and  nonprescription  drugs  from  the  provisions  of  the  act.  Provides  that  coverage  of 
exempted  drugs  may  be  authorized  by  the  DHS  based  on  specific  medical  need.  (SB  457, 1990 
Laws,  effective  September  1,  1990) 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 


OREGON 


BENEFITS  &  COVERAGE 

Community-Based  Services/Access:  Adds  a  new  service,  known  as  assisted  living  facilities  (ALF) 
to  existing  waivers.  Residents  of  these  facilities  live  in  their  own  private  quarters  with  access  to 
a  variety  of  services  addressing  daily  living  needs,  (by  amendment  to  state  plan,  effective  July 
1,  1990) 


ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

Adult  Foster  Care/Assisted  Living:  Introduces  two  five-level  schedules  of  payments  -  one  for 
adult  foster  care  and  one  for  assisted  living  facilities.  Each  payment  level  represents  a  specified 
range  of  client  impairments.  This  fee  schedule  change  is  part  of  an  overall  effort  to  develop  and 
adopt  a  senior  and  disabled  services  reimbursement  system  determined  by  impairment,  not 
service  delivery  setting.  (Adult  Foster  Care:  by  administrative  rule,  effective  July  1 , 1 990;  Assisted 
Living  Facilities:  by  amendment  to  state  plan,  effective  July  1,  1990) 


ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 


PENNSYLVANIA 


BENEFITS  AND  COVERAGE 

MCH/Access:  Establishes  Healthy  Beginnings  Plus,  a  program  of  comprehensive  maternity  care 
services  for  pregnant  women  whose  incomes  are  at  or  below  133%  of  the  federal  poverty  line. 
Important  features  of  the  program  include:  early  intervention,  care  coordination  and  continuity  of 
care,  (by  regulation,  effective  April  1,  1990) 


ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 
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RHODE  ISLAND 


BENEFITS  AND  COVERAGE 

Hospitals/Children:   (See  Reimbursement) 

Organ  Transplants:  Expands  coverage  for  liver  transplants  to  include  all  eligible  Medicaid 
recipients  and  adds  coverage  for  heart/lung  transplants,  (by  amendment  to  state  plan,  effective 
February  12,  1990) 

ELIGIBILITY 

LTC/SSI:  Establishes  a  new  SSI  group  care  standard  for  residents  of  licensed  shelter  care 
facilities,   (by  regulation,  effective  October  1,  1990) 

REIMBURSEMENT 

Hospitals/Children:  Urges  the  U.S.  Congress  to  adopt  national  standards  for  basic  benefits  and 
reimbursement  under  the  Medicaid  program,  particularly  as  it  relates  to  the  disproportionate 
Medicaid-related  care  provided  by  children's  hospitals.  (HB  9926,  Resolution  100,  1990  Laws, 
adopted  March  27,  1990) 

ADMINISTRATION  &  MANAGEMENT 

Third  Party  Liability:  Expands  data  exchange  with  Blue  Cross/Blue  Shield  to  identify  clients  eligible 
for  coverage  by  certain  commercial  dental  and  vision  care  plans.  This  expansion  resulted  in  an 
increase  in  TPL  recoveries. 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


SOUTH  CAROLINA 


BENEFITS  AND  COVERAGE 

Children/Adoption:  Provides  through  department  regulations  that  Medicaid  coverage  is  available 
to  children  for  whom  there  is  a  State  Adoption  Assistance  Agreement.  These  children  have 
special  medical  or  rehabilitative  needs  and  would  likely  could  not  be  placed  for  adoption  without 
Medicaid  coverage.   (HB  4521,  Ratification  No.  420,  1990  Laws,  effective  March  19,  1990). 

Prescription  Drugs:  Reduces  coverage  for  prescription  drugs  to  a  maximum  of  three  prescriptions 
per  month  per  recipient,   (effective  July  1,  1990) 


Children:  Brings  eligibility  standards  for  children  between  the  ages  of  1  and  6  into  compliance 
with  the  federal  OBRA-89.   (effective  April  1,  1990) 


REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

Children/Adoption  Allows  the  state  Department  of  Social  Services  to  develop  and/or  negotiate 
one  or  more  interstate  compacts  to  provide  Medicaid  to  children  who  are  placed  for  adoption 
through  the  state.   (SB  1241,  Ratification  No.  540,  1990  Laws,  effective  May  7,  1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


SOUTH  DAKOTA 


BENEFITS  AND  COVERAGE 

No  Changes. 

ELIGIBILITY 

LTC/Spousal  Impoverishment:  Excludes  supervised  personal  care  facilities  and  adult  foster 
care  homes  from  the  rules  for  treatment  of  a  spouse's  income  and  resources  in  determining  an 
individual's  eligibility  for  long-term  care  services.  (SB  50, 1 990  Laws,  effective  February  1 2, 1 990) 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 
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TENNESSEE 


BENEFITS  AND  COVERAGE 

Emergency  Services/Transportation:  Effective  July  1,  1990,  provides  emergency  transportation 
by  air  ambulance. 

Hospice:  Provides  optional  hospice  services  to  individuals  who  are  certified  as  being  terminally 
ill.  Effective  July  1 ,  1990. 

Inpatient  Services:  Provides  for  unlimited  medically  necessary  inpatient  hospital  services  for  all 
recipients.  (Effective  July  1,  1989,  but  was  not  included  in  the  1989  report  on  Major  Changes 
in  State  Medicaid  and  Indigent  Care  Programs.) 

Mental  Health:  Establishes  a  case  management  program  for  individuals  with  severe  mental 
illnesses  who  have  recently  been  discharged  from  a  mental  hospital  or  who  are  at  risk  of  being 
hospitalized  in  a  mental  institution. 


MCH:  Extends  eligibility  to  pregnant  women  and  infants  with  incomes  up  to  185%  of  the  poverty 
line.   (Effective  July  1 ,  1991) 


REIMBURSEMENT 

FQHCs:     Authorizes  payments  to  federally  qualified  health  centers  (FQHCs)     at  100%  of 
reasonable  cost  as  mandated  by  federal  legislation. 


ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 


TEXAS 


No  changes  were  made  this  year. 


UTAH 


BENEFITS  AND  COVERAGE 

No  Changes. 

ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

Claims  Processing:  Defines  terms  and  conditions  for  state  liability  regarding  Medicaid  claims 
payments.  Defines  "transaction  control  number"  as  the  unique  numerical  identifier  to  track  each 
medical  claim  and  indicate  the  date  when  the  claim  is  entered.  The  law  further  states  that  claims 
may  not  be  considered  a  liability  to  the  state  for  budgetary  purposes  until  they  are  received  by 
the  Division  of  Health  Care  Financing.  The  transaction  control  number  recorded  on  each  claim 
invoice  by  the  Division  is  considered  the  date  of  receipt  and  is  the  date  that  liability  is  recognized 
by  the  state.   (SB  177,  1990  Laws,  effective  March  9,  1990) 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 


VERMONT 


BENEFITS  AND  COVERAGE 

No  Changes. 

ELIGIBILITY 

Children:  Extends  eligibility  to  adopted  children  who  have  special  health  care  needs  and  whose 
parents  receive  adoption  subsidies,   (by  regulation,  effective  October  1,  1990) 
Brings  eligibility  standards  for  children  between  the  ages  of  1  and  6  into  compliance  with  OBRA- 
89  requirements.  Eliminates  the  resource  test  for  these  children,  (by  regulation,  effective  April 
1,  1990) 

QMBs:  Extends  Medicare  Part  A  buy-in  to  qualified  disabled  and  working  individuals  (QDWIs). 
This  change  brings  buy-in  coverage  into  compliance  with  OBRA-89  requirements,  (by  regulation, 
effective  October  1,  1990) 

REIMBURSEMENT 

Nursing  Homes:  Specifies  that  Medicaid  reimbursement  rates  for  nursing  homes  reflect  the 
following  objectives: 

Maintain  an  equitable  and  fair  balance  between  cost  containment  and  quality  of  care; 

Encourage  nursing  homes  to  admit  persons  without  regard  to  their  source  of  payment; 

Provide  an  incentive  to  nursing  homes  to  admit  and  provide  care  to  individuals  in  need 
of  comparatively  greater  care; 

Be  manageable  administratively;  and 

Prevent  unnecessary  cost  increases. 

Requires  the  director  to  establish  procedures  for  determining  nursing  home  rates.  The  rates  must 
be  reasonable  and  adequate  to  meet  the  necessary  costs  for  efficiently  and  economically 
operated  facilities.  Consistent  with  these  objectives,  the  division  must  develop  a  payment  system 
based  on  no  fewer  than  the  following  three  cost  categories: 

►  Direct  costs  ~  such  as  salaries;  wages,  fringe  benefits  and  payroll  taxes; 
►•  Indirect  costs  ~  costs  not  established  by  category  #1;  and 

►  Property  and  related  costs. 
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VERMONT    CONTINUED 


The  director  may  also  subdivide  these  categories  and  group  facilities  based  on  considerations 
such  as  size  or  other  appropriate  items  within  each  cost  category. 

Direct  costs:  The  basis  for  reimbursement  shall  be  a  resident  classification  system  that  groups 
residents  into  classes  according  to  similarity  of  their  assessed  conditions.  The  law  requires  a 
minimum  of  three  classes,  based  on  the  nature  and  extent  of  nursing  care  needs.  The  direct  care 
component  will  reflect  necessary  professional  and  paraprofessional  nursing  staff  time  and  costs 
required  to  address  the  care  needs  of  the  facility's  residents.  Assessments  will  be  made  on  the 
basis  of  standardized  information  made  available  by  each  facility  to  the  division.  Each  nursing 
home  will  assess  all  its  residents  on  an  annual  basis  at  a  minimum.  The  information  will  be 
verified  by  the  Department  of  Rehabilitation  and  Aging,  which  will  also  be  responsible  for  final 
classifications.  Rates  will  be  determined  prospectively  for  each  facility  on  the  basis  of  cost  reports 
submitted  to  the  director.  The  director  will  certify  the  rate  for  each  facility  annually  by  selecting 
a  base  year,  setting  a  rate  for  the  base  year,  and  adjusting  it  annually  by  inflation  factors  that  are 
reasonable  and  which  adequately  reflect  economic  conditions.  The  inflation  factors  may  differ  for 
direct  care  and  other  costs.  The  base  year  may  be  changed  at  different  intervals  for  direct  care 
and  other  costs.  For  direct  care,  such  change  will  occur  no  less  frequently  than  once  every  three 
years,  and  for  other  costs,  no  less  frequently  than  once  every  four  years. 

Facility  Payment:  The  payment  rate  for  each  facility  will  be  the  sum  of  its  per  diem  allowance 
for  each  cost  category.  Direct  costs  will  be  function  of  the  number  of  resident  days  of  each 
resident  class,  adjusted  to  reflect  changes  in  the  assessed  needs  of  the  residents. 

Payment  Limits:  The  director  will  establish  payment  limits  for  each  cost  category  or  subdivision 
to  encourage  economic  and  efficient  operation  of  nursing  homes,  The  law  requires  that  the 
payment  limits  do  not  act  as  a  disincentive  for  nursing  homes  to  address  the  assessed  needs 
or  improve  the  conditions  of  residents.  (SB  349,  Act  267,  1990  Laws,  effective  July  1,  1991) 

Prescription  Druos:  To  comply  with  federal  mandates,  establishes  upper  limit  pricing  on  multiple- 
source  drug  ingredients  and  reduces  pricing  for  "other  drug"  ingredients  to  90%  of  the  Average 
Wholesale  Price.  Increases  dispensing  fees  from  $2.75  to  $4.25  per  prescription,  and  for 
prescriptions  over  $27.50,  increases  the  dispensing  fee  to  10%  of  the  prescription  price,  up  to 
a  maximum  of  $7.50.  (by  amendment  to  state  plan,  effective  October  6,  1990) 


ADMINISTRATION  &  MANAGEMENT 

Eligibility  Determination/Appeals:  Specifies  procedures  for  fair  hearing  requests  due  to  denial  or 
untimely  or  delayed  action.   (SB  162,  Act  181,  1990  Laws,  effective  May  16,  1990) 


MEDICAID-RELATED  STRATEGIES 

No  Changes. 


VIRGINIA 

BENEFITS  AND  COVERAGE 

No  Changes. 

ELIGIBILITY 

MCCA/Spousal  Impoverishment:  Brings  state  statutes  into  compliance  with  spousal  impoverish- 
ment requirements  of  the  federal  MCCA  of  1 988.  (HB  968,  Chapter  793, 1 990  Laws,  effective  April 
9,  1990) 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

Eligibility  Determination:  Requires  the  Department  of  Medical  Assistance  Services  (DMA)  to 
conduct  Medicaid  eligibility  determinations  hearings.  Authorizes  the  director  to  issue  subpoenas 
if  necessary  to  conduct  these  hearings.  Defines  failure  to  comply  with  such  subpoenas  as  a 
misdemeanor  offense.   (SB  237,  Chapter  383,  1990  Laws,  effective  April  2,  1990) 

Prescription  Drugs/Formulary:  Provides  guidelines  for  establishing  a  Medicaid  drug  formulary 
and  competitive  procurement  process  for  drug  products.  Bases  the  formulary  on,  among  other 
things,  FDA  information;  scientific  data;  professional  judgement  of  pharmacists  and  prescribers; 
product  efficacy,  cost  and  medical  necessity;  and  availability  and  efficacy  of  less  expensive 
therapeutic  alternatives.  The  law  also  establishes  a  Medicaid  Formulary  Committee  and 
prescribes  membership  and  duties.  Directs  this  committee  to  make  ongoing  recommendations 
regarding  drug  coverage  in  therapeutic  classes.  Also  stipulates  that  trade  secret  information 
identified  as  such  in  advance  by  manufactures  or  suppliers  and  furnished  to  the  Committee  or 
the  Board  of  Medical  Assistance  Services  shall  not  be  subject  to  disclosure  requirements  of  the 
Virginia  Freedom  of  Information  Act.  The  Board  must  establish  regulations  protecting  trade 
secrets.  Requires  the  Board  to  provide  for  coverage  of  nonformulary  products  in  emergencies 
or  when  the  prescriber  indicates  that  use  of  a  nonformulary  product  is  medically  necessary. 

In  addition,  the  law  authorizes  the  Department  of  Medical  Assistance  Services  (DMAS)  to 
negotiate  agreements  for  prescription  drugs  recommended  for  competitive  price  bidding  by  the 
Committee  for  competitive  price  bidding.  These  agreements  may  provide  for  periodic  discounts 
payable  to  the  DMAS.  If  an  insufficient  number  of  manufacturers  bid  or  if  an  agreement  is  not 
reached,  the  Board  shall  establish  prices  to  reflect  the  lesser  of  the  current  average  wholesale 
price  or  the  average  wholesale  price  as  of  July  1,  1988  and  inflated  by  the  medical  component 
of  the  consumer  price  index.  After  a  rate  is  set,  the  Director  shall  establish  periodic  discounts  that 
reflect  the  difference  between  the  price  determined  by  the  Board  and  the  amount  paid  to  par- 
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ticipating  pharmacy  providers.  (HB  1046,  Chapter  968,  1990  Laws  and  SB  496,  Chapter  721, 
1990  Laws,  effective  July  1,  1990) 

Recovery:  Requires  the  director  to  recover  overpayments  for  Medicaid  services.  Specifies  that 
both  determination  and  notification  of  overpayments  must  occur  within  four  years  or  15  months 
of  the  provider's  final  cost  report  following  sale  or  transfer  of  the  facility,  whichever  is  earlier. 
Failure  by  the  provider  to  repay  the  amounts  due  can  result  in  subsequent  reductions  in  Medica- 
id reimbursement  for  successors  in  interest.  In  cases  where  this  recovery  process  is 
unsuccessful,  future  Medicaid  agreements  with  the  responsible  provider  or  transferees,  assignees 
or  successors  in  interest  are  contingent  on  receiving  satisfactory  assurance  of  full  repayment  or 
a  finding  that  a  new  agreement  is  necessary  to  ensure  access  to  covered  services.  These 
provisions  do  not  apply  to  successors  in  interest  for  transfers  before  February  1, 1990.  (SB  409, 
Chapter  389,  1990  Laws,  effective  April  2,  1990) 


MEDICAID-RELATED  STRATEGIES 

Managed  Care  Study:  Requests  the  Commission  on  Health  Care  for  All  Virginians  to  study 
managed  care  for  state  Medicaid  recipients.  At  minimum,  the  study  will  review:  (1)  the  feasibility 
of  expanding  the  state's  Medicaid  managed  care  program;  (2)  alternatives  for  designing  and 
staffing  a  managed  care  system;  and  (3)  the  costs  and  benefits  associated  with  managed  care 
options.   (SJR  25,  1990  Laws,  adopted  March  9,  1990) 

Public  Assistance/AFDC/Educational  Funds  Disreaards:  Requests  congressional  action  to 
authorize  a  disregard  for  scholarships  and  loans  or  grants  for  educational  purposes  in  determining 
eligibility  for  AFDC,  Medicaid  and  food  stamps.   (HJR  143,  1990  Laws,  adopted  February  27) 


WASHINGTON 


BENEFITS  AND  COVERAGE 

Hospice:  Extends  the  hospice  coverage  to  June  30,  1991.  Prior  law  terminated  hospice  benefits 
on  April  1,  1990.  Accounting  requirements  related  to  the  cost  of  providing  the  hospice  benefit 
are  also  extended  another  year  to  December  20,  1990.  (HB  2410,  Chapter  25,  1990  Laws, 
effective  March  13,  1990) 


ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

Nursing  Homes/Staffing/AIDS:  Provides  that  nursing  staff  levels  do  not  apply  to  the  nursing 
services  cost  center  reimbursement  rate  for  the  pilot  facility  especially  designed  to  meet  the 
needs  of  persons  living  with  AIDS  and  specifically  authorized  for  this  purpose  under  the  1989 
amendment  to  the  state  health  plan.  (HB  2395,  Chapter  207,  1990  Laws,  effective  March  27, 
1990) 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 


WEST  VIRGINIA 


BENEFITS  &  COVERAGE 

No  Changes. 

ELIGIBILITY 

No  Changes. 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

EPSDT/School  Health:  Allows  the  state  board  of  education  to  become  a  Medicaid  provider  and 
Identify  students  eligible  to  receive  Medlcald-covered  services  and  maximize  federal  reimburse- 
ment for  these  services  under  OBRA-89.  The  state  board  may  delegate  this  provider  status  and 
subsequent  reimbursement  to  regional  educational  service  agencies  (RESA)  and/or  county 
boards  of  education.  The  law  further  requires  the  board  to  report  to  the  legislature  on:  (1)  the 
number  and  age  of  children  eligible  for  Medicaid;  (2)  the  number  and  age  of  children  with 
Medicaid  coverage;  (3)  the  types  of  Medicaid  eligible  services  provided;  (4)  the  frequency  of 
services  provided;  and  (5)  the  Medicaid  dollars  reimbursed.  This  report  will  provide  the  above 
information  by  county  and  be  made  available  by  January  1,  1991  and  annually  thereafter.  (HB 
101-X,  First  Special  Session,  1990  Laws,  effective  March  31,  1990) 

Prescription  Druos/Formulary:  Urges  the  U.S.  Congress  to  reject  passage  of  any  legislation 
allowing  therapeutic  substitution  by  pharmacists  of  drugs  used  by  Medicaid  patients,  or 
establishing  any  type  of  national  committee  to  develop  national  drug  formularies  for  use  by  state 
Medicaid  programs,  or  otherwise  restrict  patient  access  to  necessary  prescription  drugs.  (SB 
5-XXX,  Third  Special  Session,  1990  Laws,  adopted  August  26,  1990) 

MEDICAID-RELATED  STRATEGIES 

Access/Malpractice/Primary  Care/MCH:  Directs  the  state  board  of  risk  and  insurance  manage- 
ment to  provide  professional  malpractice  insurance  for  all  medical  practitioners  who  provide 
obstetric  treatment  to  Medicaid-eligible  patients,  provided  that  the  practitioner  participates  in  the 
primary  professional  malpractice  insurance  program.  The  law  further  states  that  primary  insurance 
coverage  will  be  mandatory  for  practitioners  covered  for  obstetric  treatment;  primary  coverage  Is 
optional  for  other  practitioners  who  treat  Medicaid  obstetric  patients.  Optional  excess  malpractice 
insurance  will  be  made  available  by  the  board  for  all  practitioners  who  provide  obstetric  care  to 
Medicaid  clients.  Excess  insurance  is  defined  as  coverage  over  and  above  any  other  primary  or 
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collective  malpractice  liability  coverage.  Each  insured  practitioner  must  carry  primary  insurance 
of  at  least  $1  million.  The  board  will  establish  criteria  for  the  program  to  be  approved  by  the 
insurance  commissioner  no  later  than  June  15,  1990.  (HB  4151,  1990  Laws,  effective  March  31, 


Cost  Containment/Case  Manaaement/Studv:  Encourages,  supports  and  endorses  the  efforts  of 
the  Department  of  Health  &  Human  Resources  in:  (1)  implementing  a  physician  primary  care 
case  management  system  to  contain  costs  by  preventing  unnecessary  utilization  and  ensuring 
continuity  of  and  adequate  access  to  health  care;  (2)  achieving  better  access  to  primary  care;  (3) 
controlling  growth  in  the  Medicaid  program  by  enrolling  physicians  to  improve  access  to  primary 
care  referral  and  care  coordination;  (4)  maximizing  existing  cost  containment  efforts;  (5)  studying 
the  effectiveness  of  a  physician  primary  care  case  management  program.  (HCR  37,  1990  Laws, 
adopted  March  10,  1990) 


WISCONSIN 


BENEFITS  AND  COVERAGE 

Home  Health:     Adds  coverage  for  respiratory  care  provided  by  liome  health  agencies  or 
independent  therapists,   (effective  August  9,  1990) 

Podiatrists:   Adds  coverage  for  services  provided  by  podiatrists.   (SB  542,  Act  336,  1990  Laws, 
effective  May  11,  1990) 


ELIGIBILITY 

MCH/Children:  Brings  state  statutes  into  compliance  with  federal  regulations  under  OBRA-89 
to  increase  income  eligibility  for  children  between  ages  1  and  6.  In  addition,  extends  eligibility 
under  the  Healthy  Start  program  to  155%  of  the  federal  poverty  line  for  pregnant  women  and 
children  under  age  1.  Previous  law  provided  Medicaid  coverage  for  pregnant  women  and  infants 
(children  up  to  one  year)  at  100%  of  poverty  with  matching  funds  and  additionally  for  pregnant 
women  and  infants  with  incomes  up  to  120%  with  state-only  funds.  (AS  644,  Act  351, 1990  Laws, 
effective  July  1,  1990) 


REIMBURSEMENT 

Hospitals/Education:      Deletes  clause  prohibiting   reimbursement  of  indirect  hospital  costs 
associated  with  education.   (SB  391,  Act  310,  1990  Laws,  effective  May  7,  1990) 

Nurse  Practitioners:  Establishes  nurse  practitioners  as  "separately  certified"  providers  and 
reimburses  them  at  100%  of  physician  reimbursement  rates,   (effective  July  1,  1990) 

Rates:   SB  542,  Act  333,  1990  Laws  appropriates  funds  for  the  following  services  for  FY  1990-91 
unless  otherwise  noted: 

•>  Base  Adjustment:  Appropriates  an  additional  $4,274,800  for  FY  1989-90  and  $1 1 ,288,1 00 

for  FY  1990-91  to  reflect  re-estimated  base  funding  needs  under  Medicaid. 

»■  Chiropractic  Services:  Appropriates  an  additional  $175,700. 

►  EPSDT:    Appropriates  an  additional  $1,682,300  for  screening  and  dental  services  for 
children. 

•-  Federally  Qualified  Health  Centers  (FQHC):  Appropriates  an  additional  $242,800.  (State 

officials  note  that  $5.6M  was  expended  between  April  1,  1990  and  June  30, 1991  to  raise 
FQHC  rates  to  100%  of  cost. 

►  Inpatient  Hospital  Care:  Appropriates  an  additional  $347,000  for  both  FY  1 989-90  and  FY 
1990-91  to  fund  a  0.5%  increase  in  the  rate  of  Medicaid  reimbursement. 
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Pediatrics/Obstetrics:  Appropriates  an  additional  $256,800  to  raise  pediatric  rates  to  60% 
of  average  charges  and  obstetric  rates  to  65%  of  average  charges. 

Personal  Care  Services:  Appropriates  an  additional  $649,1 00  to  increase  rates  to  $1 1 .05 
per  hour. 


ADMINISTRATION  &  MANAGEMENT 

EPSDT:  This  law  makes  the  following  provisions  for  expanding  the  EPSDT  program  under 
Medicaid  (SB  542,  Act  336,  1990  Laws,  effective  May  11,  1990): 

»•  Increases  federally  funded  FTE  positions  by  1.25  to  perform  EPSDT  outreach. 

••  Appropriates  an  additional  $31 ,200  to  increase  other  FTE  positions  by  0.75  to  perform 

EPSDT  outreach. 

•-  Appropriates  an  additional  $59,000  for  FY  1990-91  to  fund  administrative  costs  related  to 

these  outreach  efforts. 

•►  Requires  the  Department  of  Health  &  Social  Services  to  submit  a  report  on  EPSDT 

participation  rates  by  May  1,  1991  and  annually  thereafter  to  the  Joint  Committee  on 
Finance. 

MCH/Claims  Processing:  Appropriates  an  additional  $230,100  for  FY  1990-91  to  fund  increased 
claims  processing  and  recipient  enrollment  changes  due  to  expanded  coverage  of  children  and 
pregnant  women.   (SB  542,  Act  336,  1990  Laws,  effective  May  11,  1990) 

Mental  Health/Plan  Amendment:  Requires  the  department  to  amend  the  state  plan  concerning 
criteria  and  payment  methodology  for  services  provided  to  mentally-ill  residents  in  facilities  and 
institutions  for  mental  diseases,  effective  April  1,  1990.  (SB  542,  Act  336,  1990  Laws,  effective 
May  11,  1990) 

Nursing  Homes:   (SB  542,  Act  336,  1990  Laws,  effective  May  11,  1990) 

Nurse  Aide  Training:  Brings  state  statutes  into  compliance  with  federal  requirements  mandated 
under  OBRA-87  concerning  nurse  aide  training. 

Survey:  Increases  federally  authorized  FTE  positions  by  10.38  FED  positions  January  1,  1990; 
13.66  FTEs  on  July  1,  1990;  and  0.17  on  July  1,  1991  to  perform  the  nursing  home  surveys  and 
certifications  as  required  under  Medicaid.  The  law  appropriates  funds  in  the  amount  of, 
respectively,  $696,800  for  FY  1989-90;  $714,400  for  FY  1990-91. 
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Studies: 

HMOs/Managed  Care:  Directs  ttie  department  to  study  whether  Milwaukee  county  residents 
who  are  enrolled  through  Medicaid  in  HMOs  and  who  need  substance  abuse  services  should 
remain  enrolled  in  HMOs  for  all  medical  services,  including  substance  abuse  treatment.  The 
study  must  determine: 

»■  the  number  of  Medicaid  recipients  in  the  county  who  are  enrolled  in  HMOs  and  who  need 

substance  abuse  treatment  services; 

*-  services  provided  by  the  HMOs; 

►  whether  these  recipients  have  access  to  all  the  needed  services;  and 

►  the  cost  of  providing  all  or  some  Medicaid  benefits  to  these  clients  outside  the  HMO. 

Report  due  to  the  governor  and  legislature  by  June  1,  1990  (AB  9-X,  Act  121  and  AB  12-X,  Act 
122,  First  Special  Session,  1990  Laws). 

MCH:  Requires  the  department  to  submit  a  report  by  October  1, 1991  and  annually  thereafter  to 
the  Joint  Committee  on  Finance  on  access  to  obstetrical  and  pediatric  services  under  Medicaid. 
The  report  must  include  an  analysis  of  the  effect  of  Medicaid  reimbursement  rates.  (SB  542,  Act 
336,  1990  Laws,  effective  May  11,  1990) 

Personal  Care  Services:  Requires  the  department,  after  consulting  with  counties,  independent 
living  centers,  consumer  organizations  and  home  health  agencies,  to  identify  barriers  to  the 
personal  care  services  that  lead  to  failure  to  respond  to  the  needs  and  preferences  of  eligible 
clients.  The  department  must  also  act  to  remove  these  barriers,  if  possible.  (SB  542,  Act  336, 
1990  Laws,  effective  May  11,  1990) 


MEDICAID-RELATED  STRATEGIES 

UC: 

CBS/Pilot  Project:  Allows  the  department,  upon  request  by  a  county  board  of  supervisors,  to 
contract  with  county  aging  units  for  pilot  projects  to  provide  home  and  community-based  long- 
term  care  support  services.   (SB  542,  Act  336,  1990  Laws,  effective  May  11,  1990) 

LTC  Insurance:  Establishes  eligibility  criteria  for  the  state's  long-term  care  insurance  program 
as  follows: 

►•  the  individual  must  be  65  years  of  age  or  older; 
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►  the  individual  must  be  a  beneficiary  of  a  long-term  care  insurance  policy  that  is  certified 
to  meet  state  established  standards; 

►  the  long-term  care  insurance  policy  must  have  paid  for  institutional  or  community-based 
(or  both)  long-term  care  services  up  to  the  limits  specified  in  the  policy; 

►  the  individual  required  the  services  paid  for  under  the  policy  because  of  a  severe 
limitation  in  activities  of  daily  living  or  because  of  medical  necessity  as  defined  by  the 
department; 

►  the  liquid  assets  retained  by  the  person  does  not  exceed  the  amount  paid  under  the 
policy  or  the  actual  charges,  whichever  is  lower,  for  the  following  services  as  specified 
by  state  statutes  provided  to  the  beneficiary  that  are  reimbursed  under  Medicaid:  (1) 
skilled  nursing  home  services;  (2)  home  health  services;  (3)  intermediate  care  facility 
services;  (4)  nursing  services;  (5)  home  or  community-based  services;  and  (6)  case 
management  services. 

The  provisions  of  this  law  will  only  apply  if  the  state  receives  a  federal  approval  of  a  state  plan 
amendment  regarding  this  program.   (SB  542,  Act  336,  1990  Laws,  effective  May  11,  1990) 

Primary  Care/EPSDT/Public  Health:  Establishes  a  state  public  health  funding  program  to  award 
grants  to  public  health  agencies  for  primary  health  care  services.  Primary  health  care  services 
are  defined  as: 

►  services  provided  by  a  physician,  physician  assistant,  nurse  practitioner  or  public  health 
nurse  (practitioners  must  be  certified  as  Medicaid  providers); 

►  diagnostic  laboratory  and  radiologic  services  provided  by  a  public  health  agency; 

►  preventive  health  services  including  eye  and  ear  examinations  for  children  to  determine 
the  need  for  vision  or  hearing  correction ,  perinatal  services,  well  child  services  and  family 
planning  services; 

►■  preventive  dental  services;  and 

*■  case  management  services. 

Public  agencies  requesting  funds  must  provide  a  25%  match  of  the  grant  award.  $1  million  has 
been  allocated  for  FY  1990-91  for  this  program.  (SB  542,  Act  336,  1990  Laws,  effective  May  11, 
1990). 
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BENEFITS  AND  COVERAGE 

No  Changes. 

ELIGIBILITY 

MCCA/Spousal  Impoverishment:  Brings  state  statutes  into  compliance  regarding  eligibility 
determinations  for  institutionalized  spouses  and  setting  community  spouses'  monthly  incomes, 
as  specified  in  the  MCCA  of  1988  (P.L  100-360).  (HB  86,  Chapter  65,  1990  Laws,  effective  July 
1,  1990) 

Veterans'  Health:  Specifies  that  compensation  for  veterans'  service  connected  disability  not  be 
counted  as  income  if  that  compensation  totals  less  than  100%  of  the  federal  poverty  level  in  any 
given  year.   (SB  126,  Chapter  120,  1990  Laws,  effective  July  1,  1990) 

REIMBURSEMENT 

No  Changes. 

ADMINISTRATION  &  MANAGEMENT 

No  Changes. 

MEDICAID-RELATED  STRATEGIES 

No  Changes. 
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Corrections 
Cost  Containment 


Cost-Containment/Case  Management/Study 
Cost-Containment/DSH 
Covered  Services 
Dental  Services 


Medicaid-Related  Strategies 
Administration  &  Management 


Medicaid-Related  Strategies 
Administration  &  Management 
Benefits  &  Coverage 
Benefits  &  Coverage 


Dental  Services/Waivers  Medicaid-Related  Strategies 

Diagnostic  and  Treatment  Centers/Home  Health  Reimbursement 

Disabled  Benefits  &  Coverage 

Disabled/Case  Management  Medicaid-Related  Strategies 

Disabled/Special  Needs  Allowance  Benefits  &  Coverage 

Disproportionate  Share  Hospitals  Reimbursement 


Durable  Medical  Equipment  (DME) 


Elderly/Task  Force 
Eligibility  Determination 


Eligibility  Determination/Appeals 
Eligibility  Determination/Task  Force 
Emergency  Hospital  Services 
Emergency  Services 

Emergency  Services/Methodology 
Emergency  Services/Studies 
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Benefits  &  Coverage 
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Administration  &  Management 
Administration  &  Management 


Administration  &  Management 
Administration  &  Management 
Reimbursement 
Medicaid-Related  Strategies 
Reimbursement 
Reimbursement 
Administration  &  Management 
Benefits  &  Coverage 
Reimbursement 
Administration  &  Management 
Benefits  &  Coverage 


Eligibility 

Benefits  &  Coverage 
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EPSDT/Mental  Health 
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EPSDT/Prosthetics  and  Orthotics 

EPSDT/School  Health 

Expedited  Applications 

EyeglassesA^ision 
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Benefits  &  Coverage 

Reimbursement 
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Administration  &  Management 

Reimbursement 


Reimbursement 
Administration  &  Management 
Administration  &  Management 

Administration  &  Management 
Medicaid-Related  Strategies 
Benefits  &  Coverage 

Reimbursement 

Reimbursement 
Benefits  &  Coverage 
Reimbursement 

Administration  &  Management 
Benefits  &  Coverage 
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Administration  &  Management 
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Hospitals/Rate-Setting 
ICF/MRs 


ICF-MR/Community-Based  Services  Waiver 
ICFs 


ICFs/IMRs 
IMDs/Elderly 
Inpatient  Services 


Insurance  Regulations 
Licensure 

Licensure/Counselors 
Licensure/Rural  Hospitals 
Lie 


LTC  Insurance/Demonstration  Project 
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LTC/CBS/Aged 
LTC/PNA 

LTC/Rate-Setting 

LTC/Retrospective  Review 

LTC/Spousal  Impoverishment 

LTC/SSI 

LTC/Studies 

Mammography 

Managed  Care 


Managed  Care/Study 
MCCA/Spousal  Impoverishment 


MCCA/Transfer  of  Assets 
MCH 


Reimbursement 

Reimbursement 

Benefits  &  Coverage 

Reimbursement 

Medicaid-Related  Strategies 

Administration  &  Management 

Reimbursement 

Administration  &  Management 
Benefits  &  Coverage 
Benefits  &  Coverage 

Reimbursement 
Eligibility 

Administration  &  Management 
Administration  &  Management 
Administration  &  Management 
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Eligibility 

Medicaid-Related  Strategies 
Reimbursement 
Medicaid-Related  Strategies 
Medicaid-Related  Strategies 
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Benefits  &  Coverage 

Reimbursement 

Administration  &  Management 

Eligibility 

Eligibility 

Reimbursement 

Benefits  &  Coverage 
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NY 


MCH/Access 
MCH/Children 

MCH/Ciaims  Processing 
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Medical  Supplies 
Medically  Needy 
Medically  Needy/LTC 
Medically  Needy/Parenteral 

Hyperalimentation  (intravenous  feeding) 
Mental  Health 


Medicaid-Related  Strategies 
Reimbursement 


Benefits  &  Coverage 
Eligibility 

Administration  &  Management 
Benefits  &  Coverage 
Benefits  &  Coverage 
Reimbursement 

Reimbursement 

Eligibility 

Eligibility 

Eligibility 

Administration  &  Management 

Benefits  &  Coverage 


Eligibility 
Reimbursement 

Mental  Health/Developmentally  Disabled  Benefits  &  Coverage 

Mental  Health/Plan  Amendment  Administration  &  Management 

Mental  Health/Substance  Abuse/lnpatient  Services  Reimbursement 

MMIS  Administration  &  Management 

MR  Benefits  &  Coverage 
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Nurse  Practitioners 
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Nursing  Homes/Add-Ons 
Nursing  Homes/Disproportionate  Share 
Nursing  Homes/Methodology 
Nursing  Homes/Nurses'  Aides 
Nursing  Homes/Provider  Participation 
Nursing  Homes/Staffing/AIDS 
Nursing  Honnes/Swing  Beds 
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Optional  Services/Care  Coordination 
Optional  Services/CBS 


Benefits  &  Coverage 
Reimbursement 
Benefits  &  Coverage 
Reimbursement 

Administration  &  Management 


Benefits  &  Coverage 
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Medicaid-Related  Strategies 
Reimbursement 
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Reimbursement 
Reimbursement 
Administration  &  Management 
Reimbursement 
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Organ  Transplants 
Outpatient  Services 


Outpatient  Services/Clinics/Dialysis 
Outpatient  Services/Laboratory 
Perinatal  Care/Pilot  Project 
Personal  Care  Services 


PNA 

PNA/ICF-MR/Mental  Health 

Physicians 


Physicians/Dentists 
Physicians/EPSDT 
Podiatrists 
Prescription  Drugs 


Prescription  Drugs/Formulary 


Prescription  Drugs/LTC 
Prescription  Drugs/Pilot  Program 
Prescription  Drugs/Provider  Education 


Benefits  &  Coverage 
Benefits  &  Coverage 
Benefits  &  Coverage 
Reimbursement 


Benefits  &  Coverage 
Benefits  &  Coverage 
Medicaid-Related  Strategies 
Benefits  &  Coverage 
Medicaid-Related  Strategies 
Reimbursement 

Benefits  &  Coverage 
Benefits  &  Coverage 
Reimbursement 


Reimbursement 
Reimbursement 
Benefits  &  Coverage 
Administration  &  Management 

Benefits  &  Coverage 


Medicaid-Related  Strategies 
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Administration  &  Management 
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Administration  &  Management 
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Prescription  Drugs/Rebates 
Prescription  Drugs/Studies/Utilization  Review 
Prescription  Drugs/Utilization  Review 
Primary  Care  Case  Management/ 

Underserved  Areas 
Primary  Care/EPSDT/Public  Health 
Provider  Enrollment 
Provider  Fees/Penalties 
Provider  Relations 

Provider  Relations/Information  Hotline 
Providers 


Providers/Malpractice  Insurance 
Public  Assistance/AFDC/ 

Educational  Funds  Disregards 
QMBs 


QMBs/Disabled,  Working  Adults 

Rates 

Rates/Studies 

Recovery 

Regulations,  Rules  Changes 

Rural  Health  Centers 

Rural  Hospitals 
Second  Surgical  Opinion 
Selective  Contracting 
Sickle  Cell  Treatment 
Speech  Therapy 
Spousal  Impoverishment 

Spousal  Impoverishment/Study 

State  Plan 

Studies 


Studies/Cancer 


Reimbursement 
Administration  &  Management 
Administration  &  Management 

Reimbursement 
Medicaid-Related  Strategies 
Administration  &  Management 
Administration  &  Management 
Administration  &  Management 
Administration  &  Management 
Reimbursement 


Medicaid-Related  Strategies 


Medicaid-Related  Strategies 
Eligibility 


Reimbursement 
Benefits  &  Coverage 
Reimbursement 
Reimbursement 
Administration  &  Management 
Administration  &  Management 
Benefits  &  Coverage 
Reimbursement 
Reimbursement 
Reimbursement 
Administration  &  Management 
Benefits  &  Coverage 
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Reimbursement 
Reimbursement 


GA 
KS 
CO 

CA 

Wi 

MA 

NY 

AL 

HI 

CA 

lA 

KS 

Ml 

NY 

UV 

VA 

AZ 

CT 

DE 

MS 

NM 

NY 

VT 

AZ 

MO 

WI 

PL 

VA 

GA 

MT 

NE 

AL 

MD 

MA 

AL 

NE 

AZ 

HI 

NH 

IN 

WI 

HI 

HI 

Ml 


146 


INDEX  BY  TOPIC 


TOPIC 


STATE 


Studies/Revenue  Maximization 
Substance  Abuse/Acute  Care  Hospitals 
Substance  Abuse/Mental  Health 
Substance  Abuse/Outpatient  Services 
Task  Forces 

Technology-Dependent/Categorically  Needy 
Technology-Dependent  Children/Waiver/LTC 
Third  Party  Liability 


Third  Party  Liability/Recovery 
Transition  to  Work 


Transportation 
Transportation/Emergency  Services 


Transportatlon/EMTs 
Veterans'  Health 


Voluntary  Contributions 
Voluntary  Contributions/Hospitals 
Voluntary  Contributions/Matching  Funds 
Voluntary  Contributions/Task  Force 
Walver/Approprlations 


Administration  &  Management 
Reimbursement 
Administration  &  Management 
Benefits  &  Coverage 
Administration  &  Management 
Benefits  &  Coverage 
Medlcaid-Related  Strategies 
Administration  &  Management 


Administration  &  Management 
Benefits  &  Coverage 


Eligibility 

Administration  &  Management 
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Benefits  &  Coverage 
Reimbursement 
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